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Clark L. Hull and His Work on Hypnosis 


GRIFFITH W. WILLIAMS 
Rutgers University 


Clark Leonard Hull (1884-1952) is recognized as one of the “most disting- 
uished contributors to research and theory” in the field of human behavior 
1, 347). At the present time his preeminence in psychology rests largely on 
his work on learning, a phase which followed the scientific activity with which 
this ve a deals. Preceding his work on hypnosis was still another phase 
devoted to work which culminated in the publication of his book on Aptitude 
Testing. His work was distinguished in all three phases and it has had a 
notable effect on subsequent work in these areas. Still other facets of his 
work that are frequently quoted, and which serve ta indicate his versatility, 
are his work on the formation of concepts and on the effect of tobacco on 
mental and motor efficiency. Yet another facet was the devising of an elabor- 
ate calculating machine that appreciably decreased the work involved in 
statistical computation. The devising of equipment for the instrumental 
recording of behavior was one of his continuing interests and he is probably 
the first to devise instruments specifically for the recording and measuring of 
trance behavior. 

The recent publication of a brief autobiography (2) and an obituary 
notice (1) make it unnecessary to repeat the data concerning his life and 
motivation. His contributions to our knowledge of hypnosis were made dur- 
ing a comparatively brief period. In the Preface of his well-known acs yom 
and Suggestibility: An Experimental Approach, he states that he had been 
interested in the subject for the preceding ten years but he was still reluctant 
to accept a doctoral dissertation in the area in 1927. His effective work on 
hypnosis began in that year while he was completing the manuscript of his 
book on aptitudes and ended with the publication of his book on hypnosis 
in 1933. In the meantime, (1929), he was beginning to publish the ground- 
work of his later work on learning. The publication of thirty-two articles and 
their systematic presentation in a book during this brief period furnish 
remarkable evidence of his singleness of purpose and creativity in research. 
He always worked intensively and avoided opportunism in the selection of 
problems. 

Two of these articles are distinctive. In one (5), he described the instru- 
mentation and method of research for forty problems on waking suggestion. 
In the other (4), one hundred and one problems on hypnotic suggestion with 
methods for their solution are described. The purpose of these publications 
was to systematize research in the area and to see investigators from con- 
tinuing to waste time and effort in “mere dabbling” (4, 201). Several of these 
problems were later taken up in his laboratory. The emphasis has again 
returned to the clinical significance of hypnosis but when there is a revival 
of interest in the theoretical implications of the subject, many of the other 
problems will merit consideration. In fact, a rereading of them at this time 
is a wholesome reminder of the unstable and incomplete foundation on 
which the whole subject of hypnosis now rests. This is all too readily for- 
gotten in the urgency of clinical demands. 

The problem presented by hypnosis was seen by him as the application of 
modern experimental procedures to a dilapidated subject (3, 1x). For him, 
hypnosis had been exceptionally slow in shaking off the evil associations of 
its origin in magic and superstition and no subject had “been so slow in 
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taking on a truly experimental and genuinely scientific character” (3, 18), 
This statement is an example of his consistent policy throughout his profes- 
sional life — the application of scientific method in the behavior sciences. His 
work on hypnosis did not originate controlled investigation in the field but 
it is a significant milestone in bringing a neglected and despised phase of 
behavior into the orbit of scientific inquiry. Probably more significant than 
the knowledge he contributed was his emphasis on the particular problems 
encountered in scientific inquiry in this area. Of still wider implication is 
the fact that his approach indicates that, in behavior, much that is obscure 
remains obscure merely for the lack of a suitable technique. 

Hull’s interest and activity in the field of hypnosis was terminated abruptly. 
He transferred the work from Wisconsin to Yale in 1929 and there, at first, 
considerable interest was shown in his work. Much of this interest, however, 
was merely the interest of the curious. Objections soon arose and these were 
later expressed as psychiatric reservations regarding the risks involved with 
the subjects who “ae ys gre in the research. An important experiment on 
the effect of alcohol on suggestibility was stopped at the point where the 
method had been refined and some data gathered (2, 152: 3, 98). A later 
incident involving a hysterical person who complained of having been dam- 
aged by being hypnotized for a memory experiment decisively ended Hull's 
active interest and participation in this work. Later, in their own labora- 
tories, a few of his lotiner students carried on some of the experiments he 
considered crucial for the clarification of topics included in the book. Such 
incidents led to an acute distaste for the work and made the writing of the 
book excessively laborious. In a letter dated October 11, 1933 he writes of 
this period as “never-to-be-forgotten days” marked by “our feverish struggles 
with adverse circumstances.” This reaction is readily understood in the light 
of the statement that he had “an intense aversion to controversies, especially 
those involving personal elements” (2, 154). 

Hull maintained an exceptional loyalty both from and toward his associ- 
ates. Many of his associates’ publications should have had his name as senior 
author but he generously insisted otherwise — a characteristic in which he 
stood in marked contrast to some of his contemporaries. 

The hypnotic phase of Hull’s work was instrumental in giving both sanc- 
tion and impetus to research in the area. He showed that an area of behavior 
hitherto almost entirely shunned by experimental psychologists could, and 
should, be subjected to systematic research. In this respect he resembled 
Joseph Jastrow (who appointed him to the faculty at Wisconsin) but he 
lacked Jastrow’s historical orientation. His specific contribution was in em- 
phasizing that the obscure can be analysed experimentally and that a small 
body of verified facts is more valuable than unbridled speculation and fan- 
tastic elaboration of incidental observations. These facts have withstood 
rechecking in the intervening period and are now in the established domain 
of psychology. 

The work that was done at Wisconsin and Yale has not escaped criticism. 
The results reported in the book are said to have been obtained by “veritable 
tyros, earnest yet inept investigators” (6, 12) and “manifest amateurish 
work by inexperienced psychologists and graduate students who simply have 
not learned to get extreme results” (7, 88). However, though much of the 
work has been rechecked, none is known to the writer to have been invali- 
dated. Much of this checking, it is true, has been done by essentially the 
same techniques that Hull devised and used. When superior techniques and 
a new theoretical orientation are introduced some revaluation of this pioneer 
work becomes inevitable. In the meantime, the fact is that the results have 
remained essentially valid. 
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Though Hull’s contribution to theory in this field was a relatively small 
one, his work had considerable theoretical significance of a secondary nature. 
This inheres in the change in orientation which he brought about, a change 
in many ways comparable to that which occurred when alchemy became 
transformed into chemistry. These changes derive their significance not so 
much from improved technique as from a change in purpose and point of 
view. Here was the first systematic and persistent effort to establish these 
phenomena in the behavioral sciences rather than in their exploitation. 
Many inconsistent and unsubstantiated conjectures have been replaced by 
verifiable data. With the return of the clinical emphasis in this area another 
revaluation of observations may soon become necessary. It is of interest in 
this connection that a comment by Havelock Ellis to the effect that some- 
one should now do for psychoanalysis what Hull had done for hypnosis was 
one of the important elements that contributed to Hull’s interest in such a 
project. The results are seen in his later work and in that of his colleagues 
(2,156). 

A summary of his contributions could not improve on that in the last 
chapter of his book. Most of these contributions are negative in import. This, 
to some degree, accounts for the inadequacy of his proposed theory that hyp- 
nosis is heightened prestige suggestibility. A further limitation of the theory 
arises from the fact that it is based exclusively on data derived from a useful 
but limited technique. His attempt to limit the true trance to the alert stages 
arises from the same sources. Hull fully recognized the tentative nature of 
these and other conclusions. This is shown by the concluding paragraph of 
his book which warrants consideration by everyone whose field of scientific 
inquiry is behavior: “We have done our best to see the problems with a 
fresh eye, to avoid the omnipresent experimental pitfalls, to devise really 
adequate experimental controls, and to be docile in the face of facts. The 
history of the subject teaches us to have no illusions in regard to the success 
of such efforts. No worker can wholly escape the ideology of his time. Many 
of the things here gravely put down as securely established will be rejected 
with reason by investigators of the future, just as we have found reason to 
reject more or less of what many earlier workers have regarded as certain. 


This is both inevitable and proper, for science is to a certain extent a trial- 
and-error process.” (3, 403). 
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A Method of Measuring the Depth of Hypnosis* 


Lestie M. LECRon 
Los Angeles, California 


In both the experimental or therapeutic use of hypnosis, it is often of 
importance to ascertain the depth of trance reached by a subject. Heretofore, 
no adequate means have been devised by which the operator can determine 
quickly and accurately at what level his subject is functioning at any given 
time. 

In 1931, Davis and Husband (1) proposed a scoring system often men- 
tioned in the literature. It was arranged on a basis of 30 points, the stages 
of hypnosis being designated as hypnoidal, light trance, medium, and som- 
nambulistic trance. Various symptoms were cited, together with phenomena, 
which appear in each stage. 

Subsequently, in 1947, the writer and Dr. Jean Bordeaux (2) tried to work 
out a system such as had been suggested by Hull (3). This was based on a 
longer list of symptoms and phenomena totaling 50. Thus, by counting 2 
points for each, a percentage scale of 100 was afforded. The same stages were 
specified, with the addition of a still deeper trance termed “plenary.” 

To estimate depth of trance by means of symptoms and phenomena is not 
easy, nor is it an accurate method unless considerable time is spent in testing 
for the presence of the various phenomena. There is always the possibility 
of simulation by the subject and even an experienced operator may be de- 
ceived at times by the pretence of the subject, which may be merely an effort 
to conform to the suggestions given, with no aim to deceive. Hence, such a 
method is not very practical and is time consuming. However, it has been 
the most accurate measurement available. Ordinarily the operator depends 
upon his observations of the subject’s behavior, perhaps making some tests 
such as suggesting hallucinations, anesthesia, age regression, amnesia, or 
opening of the eyes without awakening. 

This method, too, is not very satisfactory or valid, because of the possibility 
of simulation and because of the variance in response of different individuals. 
One may develop anesthesia or partial amnesia when only in a light trance. 
With another, these phenomena may not be obtainable even in a somnambu- 
listic state. 

Since a better criterion is highly desirable, the writer has endeavored to 
find a workable and fairly accurate means of quickly determining trance 
depth. Accuracy of the method described here is based on a somewhat ques- 
tionable postulation, but it apparently does give valid results, indicating 
that the postulation is correct. 


The Method 


Under hypnosis, or through automatic writing, the subconscious mind can 
be directly contacted and led to answer questions, sometimes with sufficient 
dissociation so there is no conscious knowledge of what has been said or 
written. In this way, the subconsciousness can be induced to provide informa- 
tion. It is the writer’s belief that this part of the mind is cognizant at all 
times of the individual's state and is able to give correct information as to 
what depth of trance has been reached, if a “yardstick” is provided by which 
it can measure. 


*Read before the 3rd annual meeting of The Society for Clinical and Experimental Hyp- 
nosis, New York Academy of Sciences, September, 1952. 
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A brief explanation is given the hypnotized subject as to the stages of hyp- 
nosis. It is stated that the subconscious mind can determine accurately the 
depth of trance when questioned ‘How deep are you?” and can reply verbally. 
A variation would be to have the subject visualize a blackboard on which the 
answer will appear in writing. It is fully explained that there are no well- 
differentiated stages of hypnosis, each merging into the next. 

For the yardstick with which to measure, a scoring system of 100%, is used, 
percentages being arbitrarily assigned to the different stages. This is carefully 
explained to the subject. The hypnoidal stage is omitted as not being a trance 
state. He is told to consider from 1 to 20 in percentage as a light trance, 
20-40%, as a medium trance, 40-60% as a deep or somnambulistic trance, 
60-80% as a still deeper trance (previously designated as plenary), and that 
80 to 100% represents a deep stuporous state which may even approach some- 
thing similar to suspended animation. In it a subject would probably be 
unable to answer at all. 

When such a yardstick has been described, the subject is told that, during 
the trance, the question may be asked at various times, “How deep are you?” 
The subconscious is directed to make an immediate reply with the proper 
figure. 

Some explanation of the plenary trance mentioned is needed, as it is not 
customarily referred to in the literature. Most investigators and practitioners 
are satisfied if the ordinary somnambulistic state is obtained. Few are even 
aware of the potentialities to be found in this deeper state. It is not easily 
obtained, requiring anywhere from one to three hours of induction even with 
the type of subject who reaches ordinary somnambulism within a few mo- 
ments. With subsequent inductions, this time can be cut to perhaps 10 or 20 
minutes. Erickson (4) has written of this and utilizes it often, one reason for 
his great success in hypnotic work. In this state, the consciousness is set so far 
aside that the subject's responses and behavior are on a completely subcon- 
scious level. 

When first testing this method of measuring trance depth, the investigator 
expected to receive replies which would be approximations, such as “thirty,” 
“forty,” or “fifty,” or possibly in multiples of five like “thirty-five” or “forty- 
five.” Some 30 subjects have been questioned in this way. Most surprisingly, 
four out of five have answered the question as to depth with a number such as 
27, 43, 57, etc. The operator was somewhat nonplussed at receiving such a 
response the first time and suspected it was an attempt at humor. However, 
the subject was undoubtedly, from observation, in a deep state. It is well- 
known that a complete lack of humor is evidenced in deep trance. Tests 
showed the response to be consistent, the man stating his percentage of depth 
as 53. It would hardly seem possible for the subconscious mind to make such 
an accurate determination, but this has subsequently occurred so frequently 
that one can only wonder! 

With many of the thirty subjects, no extensive testing of depth was made, 
other than suggestions of hallucinations, amnesia, or tests of lighter stages. 
With five, a quite extensive exploration was carried out. In only one of the 
30 cases did a reply vary from the operator’s personal estimate of depth. This 
person was in a deep trance and answered the question with a figure of 80, 
but the operator did not consider the trance to be this deep. 

In considering the validity of the replies, the question arises as to whether 
or not the answer comes from the subconsciousness or is only a conscious 
guess. If there is hesitation or a lag in response, the reply may have been con- 
scious and should be discounted. Most answers are given instantly and can 
then be considered as more dependable. An exception here is in the stages of 
greater depth — below 50%. Then there usually is a definite lag in any 
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response, a slowing of both muscular or mental activity. The deeper the 
trance, the more this lag may be evidenced. 

In all cases where the reply has indicated somnambulism, i.e., depth of 40% 
or more, corresponding phenomena have been secured, an indication that the 
answers given are fairly accurate. 

It is common knowledge that most subjects, particularly those in lighter 
stages, do not realize how deep they are in hypnosis. Subjects who were defi- 
nitely in a trance often will remark after awakening that they were unaffected, 
When this measurement method by questioning is utilized, many remark 
after awakening of the surprise felt when the answer as to depth was a per- 
centage indicating deep trance, saying they would have guessed themselves 
as at “about 20%.” Obviously, it is an advantage if the reply indicates a deep 
stage, for it is then easier to obtain desired phenomena when the subject is 
convinced he is deeply hypnotized. There is unquestioning acceptance of the 
idea when the subject himself gives a reply indicating a deep state. 

It should be remembered that there is a kind of wave pattern present in 
deeper stages of hypnosis, a rise and fall in depth. Thus, it is best to ask the 
question as to depth more than once, in order to obtain a truer appreciation 
of the stage reached. 

The value of this method is apparent. If the subject is undergoing therapy 
and an age regression is sought, a deep state of at least 40% is almost invari- 
ably necessary. To avoid failure, the trance should be deepened if reply to the 
question is less than this figure. The same is true for other phenomena. In 
experimental work, good depth is usually essential. Many of the controversies 
and contradictions found in the literature arise from research where subjects 
were not in a deep enough state. In most research situations, a percentage of 
60 to 80 on this scale should be obtained. Otherwise responses may not be 
secured which are potentially possible. 

It is a serious mistake on the part of the investigator to assume that a deep 
trance can be obtained within a few seconds, even if a subject has been con- 
ditioned to enter hypnosis on a signal. Once placed in a deep state, he may 
be awakened and quickly returned to the same depth, but when the trance is 
first induced on any particular day, time must be allowed for mental reorien- 
tation before real depth is reached. This is an important point not well under- 
stood by many hypnotists. It can 2asily be demonstrated by this method of 
depth measurement, or simply by questioning experienced subjects. It might 
be added that a discussion of this point with Dr. Milton H. Erickson, “dean” 
of present day hypnotists, finds him in emphatic agreement. 

It is to be hoped that other experimenters and practitioners will test the 
method suggested here and will report their own findings as to its validity. 


Summary 
No satisfactory method of ascertaining quickly and accurately the depth of 
hypnotic trance has heretofore been available. By providing the hypnotized 
subject with a yardstick of measurement, a reply to the question “how deep 
are you?” may be obtained from the subconscious mind of the subject himself. 
This is expressed verbally in percentages of from 1 to 100, with percentage 
values arbitrarily assigned by the operator to different stages of trance. Indi- 


cations from testing 30 subjects are that their replies are valid, possibly to an 
astounding degree of accuracy. 
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The Emotionally Sick Pregnant Patient: Hypnodiagnosis 
and Hypno-evaluation — Psychiatric Indications and 
Contraindications to the Interruption of Pregnancy* 


HAROLD Rosen, Pu.D., M.D. 
Baltimore, Md.** 


In most articles about hypnosis, hypnosis and the hypnotic interpersonal 
relationship, understandably, are emphasized. In our clinical practice, how- 
ever, we see patients not primarily because they wish to be hypnotized but 
because they have problems for which they need psychiatric help. They may 
be referred for treatment under hypnosis, and still not hypnotized; they 
may, on the other hand, be referred for consultation, investigation, evalua- 
tion or treatment on non-hypnotic levels and, if it seems they can best be 
helped hypnotically, will then—but only then—be so treated. In other words, 
we are patient rather than hypnosis oriented. 


In this article we propose to focus our attention on one of the most pressing 
and urgent problems of which our patients complain, a problem which so 
frequently leads them to seek help, not only from psychiatrists, but from 
physicians in all other specialties of medicine as well. We often see women 
who demand, sometimes mildly and sometimes in no uncertain terms, that 
they be handed a certificate recommending that their pregnancies be termi- 
nated. Of the nine patients whose case protocols illustrate with the sharpness 
of caricature those points which we should like to stress, one was referred 
for investigation under hypnosis but not actually hypnotized, one spontane- 
ously went into an hypnotic trance (Pt. #2), two were referred for hypno- 
therapy and hypnotized (Pts. #1 and 7); two were hypnotized, at first without 
their knowledge, for diagnostic purposes but, later, with their stated consent 
during treatment (Pts. #3 and 8); and four’ were investigated or treated 
on non-hypnotic levels. The problems and sub-problems involved, however, 
require at least brief consideration here, so that individual case protocols 
will later become meaningful. 


The Abortion-Demanding Pregnant Woman 


If we can credit the trite but far from facetious aphorism, criminal abor- 
tion—and not birth control—has replaced infanticide as practiced in early 
Greek and Roman culture. According to some authorities, perhaps as many 
as 700,000 pregnancies are illegally interrupted each year (10). This fre- 


*With the exception of the introductory and concluding sections, this paper was read, but 
in part and in preliminary form, at the Jan. 10, 1952 meeting of the Maryland Psychiatric 
Society. This material will be included, but in expanded form, as parts of two chapters in an 
anthology on the subject scheduled for publication by Julian Press, N. Y., probably late 1953. 
**From the Department of Psychiatry, The Johns Hopkins University, School of Medicine. 
I should like to express my thanks, for their exceedingly thought-provoking comments about 


some of this material, to Drs. Nicholas Eastman, John C. Whitehorn, Wendell S$. Muncie and 
Milton H. Erickson. 


‘This includes the patient who was referred for investigation under hypnosis, but not 
actually hypnotized. It was felt that she was paranoid but was able to compensate sufficiently 
to make a barely passable non-hospitalized adjustment. Hypnotic investigation on an office 
basis was thought contra-indicated. 


8 














quer 
sup 


kno’ 


0 


oO 


- = aaa pw 


ee ae ee ee 








— 











quently constitutes either euthanasia or involuntary suicide, since, so it is 
supposed, 10,000 or more deaths result annually (6, 20). 

“Abortion,” as Taussig states (20), “is probably the most wasteful of 
known ills in its expenditure of human life and human health,” and even 
when legally induced, to quote Cosgrove and Carter (2), must be consid- 
ered “a means of therapy so formidable that its inherent risk is significantly 
large in relation to its potential salvage possibilities.” 

The necessity for interrupting an occasional pregnancy, in order to save 
the life of the mother, has been recognized in all parts of the world since 
ancient times. It has been practiced extensively in some cultures. Among the 
Guaycuru of South America, for example, women under the age of 30 for 
generations have refused to bear children, so it is said, and as a sequella of 
the crude abortifacient techniques utilized have frequently been unable to 
bear them when past that age (20). As a result, by the early part of the nine- 
teenth century this tribe consisted of only four people. Similar practices 
have been reported for some of the peoples of Polynesia. On the other hand, 
abortions have been frowned upon by a number of societies. The Visigoths, 
for instance, were accustomed to sentence whoever was responsible for one 
to death. Among the a ae it was deemed morally wrong to interrupt 
a pregnancy before the 40th day; while to interrupt it later, according to the 
Talmud, constitutes a transgression of the Law, and any such interruption 
must be considered as criminally induced. The Catholic Church, as is well 
known, considers the life of the unborn child as of equal importance to the 
life of the mother. 

Any decision on the part of a physician to interrupt pregnancy can be 
reached only after grave deliberation. Medically, it seems justified if the life 
of the mother is endangered. Indications for therapeutic abortion have, how- 
ever, been under frequent and almost constant revision since the practice 
was first instituted (2) , so that at present they seem to constitute not only (a) 
the saving of the mother’s life, but also (b) the protection and preservation 
of her health. This latter indication is a potentially elastic one. It can in- 
clude (c) the prevention of serious injury, physical or emotional, as well 
as (d) the attempt to halt the advance of medical or emotional disease. If 
this interpretation be allowable—as it seems to be in at least four States— 
then psychiatric indications and contraindications to the interruption of 
pregnancy become of prime importance. 

Nevertheless, in our culture at least, indications for therapeutic abortion 
are far from clear-cut. We have been unable, for instance, to find any un- 
ambiguous legal statement to clarify the various legal and social issues in- 
volved. According to Perlmutter (15), the medical profession so far has failed 
to define those conditions which obligate the therapeutic interruption 
of pregnancy. And while a number of other articles have been written, and 
comments made, about various aspects of the subject (3, 7, 12, 21, 22), psychi- 
atric indications and contraindications seem even harder to define than 
purely medical ones. If because of her pregnancy, the patient in all prob- 
ability may become psychotic, most physicians would recommend its termi- 
nation. Yet the presence of a psychosis by itself is not sufficient. Neither is 
the threat of suicide, which all too frequently constitutes an attempt on the 
part of the patient to blackmail consultants into signing the necessary cer- 
tificate. And while, on the one hand, an undesired pregnancy may precipi- 
tate a suicidal depression, on the other, patients who previously have had 
abortions, spontaneous or induced, may grow suicidally depressed, accusing 
themselves of being murderesses, blaming themselves for having desired and 
allowed the pregnancy to be interrupted, and rationalizing their abortions 
as the cause of their present emotional illnesses. 
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Each case must therefore be judged on its own merits. Legal, moral and 
ethical factors are of prime importance. Social, economic and religious im. 
peratives can not be over-emphasized. The gravity and severity of the present 
conflict situation must be known. It should constantly be borne in mind 
that, if the pregnancy be interrupted, the interruption itself, like a hyster. 
ectomy, occasionally serves to precipitate psychotic or severly psychoneurotic 
symptoms (6, 7), and even a clinically suicidal depression may come to the 
fore as the result of an abortion. An attempt must therefore also be made, 
not only to determine how the patient is reacting in her present situation, 
but how she may in all probability react, so far as in the present state of our 
knowledge this can be predicted, if at her insistence and because of the 
exigencies of the situation her pregnancy be interrupted. 

In our experience, patients who are specifically referred to psychiatrists 
for this purpose, fall for the most part into three fairly well-defined groups, 
Those in the first group can be carried to term with relatively superficial, 
primarily supportive, infrequent psychotherapy. With some the desire for 
an abortion is iatrogenic. This becomes apparent almost immediately after 
the consultation begins. With exceedingly superficial psychotherapy, directed 
on the one hand towards the patient and, on the other, towards her phy- 
sician under the pretext of discussing with him the problems involved, the 
patient can carry the child to term. With other patients, especially if their 
problems primarily are situational, on relatively superficial psychotherapy 
the desire not to have the child disappears. Occasionally, patients are re- 
ferred by physicians, with whom we previously had had no contact what- 
soever, under the guise of the “interesting problems” which they present, 
and without any statement to the effect that a pregnancy is involved or 
that the psychiatric consultation has been requested in the hope of having 
it legally interrupted. It seems worth noting that none of the few patients 
so referred actually had any underlying desire for an abortion. 

The second group of patients are those who are determined to have an 
abortion, legally or otherwise, and who, if they do have it, show no untoward 
emotional after-effects. And the third group is composed of those patients who, 
once they do have the interruption which they so desire, either develop severe 
neurotic or psychotic symptoms or separate from their previous sexual 
partners, sometimes even by divorce. In most of the patients in this group 
whom we have seen, the undesired pregnancy merely high-lights their already 
existant, usually pronounced maladjustment. These patients, as a result, 
concentrate their hostility, but for the moment only, on the still unborn 
child. If the pregnancy is to be carried to term—in other words, if psychiatric 
treatment is to be successful—it becomes necessary even in the initial session 
to go beyond the situational problem of the pregnancy and whatever ration- 
alizations it lends itself to, so that actual underlying problems can be han- 
dled therapeutically. This unfortunately in our experience is sometimes 
impossible. 

It would seem of value here to present illustrative case histories in some 
detail, so that considerations involved in reaching specific conclusions and 
evaluating underlying problems may then be concretely summarized. With 
these as part of our background, we may as a result be in a better position 
to attempt some concrete generalizing recommendations. However, such 
illustrative case histories, if presented in sufficient detail to be meaningful, 
would help identify either patient or referring physician. It therefore un- 
fortunately seems necessary to distort parts of individual case protocols, and 
at times to combine material from several such case histories, so that identi- 
fication becomes impossible. 


10 




















in 


sid 
sib 
att 
he 


Es A i i I 


rn ee 


T* Se 











$$ ng 














GROUP I 


(Patients who can be treated psychotherapeutically so that 
their pregnancies continue to term.) 


This group is composed of women in the early stages of pregnancy, who, 
in the opinion of the referring physician, can benefit from superficial and 
usually merely supportive psychotherapy. The pregnancy itself is not con- 
sidered a problem, although, to quote the referring physician, it may pos- 
sibly constitute an added factor so far as the patient's irritability, jitteriness, 
nausea or sleeplessness are concerned. Interruption of pregnancy seldom 
attains the dignity of verbal consideration. The patient is referred because 
her emotional “upset,” so it seems, is making the pregnancy more difficult, 
or because the pregnancy itself is supposed to have precipitated this “upset.” 

Illustrative patient #1 was 32 years of age, was almost three months preg- 
nant, was uncomfortably nauseated, had become “a hell-cat with her husband 
and son,” was having trouble sleeping, and was making life uncomfortable 
not only for herself but for everybody with whom she was in contact. It was 
because of this that a psychiatric consultation had been requested. The ob- 
stetrician was under the impression that she might be helped to become 
more comfortable—and less nauseated—if she were hypnotized. 

Immediately after entering the office, she developed pronounced pressure 
of speech. The material elicited, practically in her own words and in the 
order in which it was elicited, can be summarized, although not too briefly 
as follows: She had, so she explained without being asked and while squirm- 
ing in her seat, been nauseated during both previous pregnancies. Her first 
child had died shortly after its birth, and her second was now two years old. 
She had wanted it. That’s why she had gotten pregnant. But now, she’s on 
edge all the time. She was so nauseated, she couldn’t fall asleep any more. 
She was growing more and more irritable. She was even making life miser- 
able for her husband. So she felt she was always about to cry. It was enough 
to niake anyone depressed. And at this, she ceased speaking. 

She was therefore asked, “In my experience there are also other reasons 
as well”—the psychiatrist was shaking his head in negation as he said this— 
“aren't there?”’—and at this, he nodded his head up and down. “Do you feel 
you would want to tell me about them? I mean, about the real reason for 
holding back”—pause—“‘your tears?” She began to sob convulsively. Her 
previous pregnancy had been planned. This was not. She would like another 
child around the house to keep her son from being spoiled, but the way she 
feels, she wants to get rid of it. Life’s no longer worth living. She ceased 
crying at this point, was silent four or five minutes, and then again began 
talking, but this time slowly at first and in a rather low tone. She was not 
afraid of an abortion. She knew several girls who had had one (defiantly) 
~and she knew where to go. She felt completely trapped. Her first child had 
converted her into a household drudge! Taking care of a child is a full-time 
job! She’s living in a two-room apartment and can’t afford a sitter! She 
couldn’t possibly put another two years in like the two she’s just spent with 
her first child. And she doesn’t want to treat her children the way her mother 
treated her. Her mother was terribly strict. That’s why she (the patient) 
was so stubborn. And she’s been growing so irritable now that she’s treat- 
ing her son just about the same way her mother used to treat her. But she’s 
hot going to allow her husband to spoil him the way her father spoiled her. 
And she’s been flaring up so much with her husband and her child, she’s 
afraid it will drive him away and make the child neurotic. She’d never felt 
like crying before, but now she wants to cry all the time. And her husband 
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and her doctor think she’s going to have it. She hasn’t told them anything 
at all about what she’s decided to do, but —! 

And at this, she again started to cry. There was silence for three or four 
minutes. She was then asked, “You couldn’t possibly tell them that, could 
you?” She couldn’t. But if she had to have the child, she'd kill herself! It’s 
all she can do at home to keep from crying in front of her husband. And 
she certainly isn’t going to cry here, either. Not any more. She’s not going 
to cry! And at this, she again began sobbing convulsively. 

The psychiatrist remained silent. After four or five minutes, she wi 
her eyes and then stated, but in a low and emphatic tone, that she had alread 
made the necessary arrangements for an abortion, but without telling her 
husband or physician about it. She doesn’t really want the abortion, but 
she can’t continue like this any more. She just can’t stand it. 

By this time her tears had ceased, her frown had disappeared, and she no 
longer gave external evidence of the tension that had so characterized her 
when she entered the office. She suddenly interrupted herself to explain, 
amazement in her voice, “I don’t feel nauseated now.” This was discussed 
with her. She had been holding herself in, so much, in front of her husband 
that she was glad she had had a chance to cry here. She doesn’t understand 
it, but some of her neighbors have several children, seem happy about it, 
and even look forward to having more. She was afraid that her attitude and 
her irritability were reflected in the way she was treating her child and her 
husband. As the discussion proceeded, all of it on this level, she finally seemed 
to come to the conclusion that she no longer felt so hopeless. The child 
was unplanned and still unwanted, but maybe, later on, it might not remain 
so. She was glad she had been able to cry openly here and to state that she 
had already made an appointment to see the abortionist. Would I promise 
to keep this confidential? She didn’t want her husband or her doctor—he 
was a friend of theirs—to know anything about it. 

She was reassured. She was then rapidly hypnotized to a light trance 


state, and allowed to remain in it for five minutes. She was told only that - 


with every breath she drew, and with every second that passed, she would 
become more and more relaxec, more and more relaxed, more relaxed than 
she had ever been before in all her life. Just before she was dehypecta 
one additional suggestion was made: that during the coming week she would 
a the pros and cons involved, but while asleep; would consider them 
in detail; would reach a meaningful—a really meaningful—decision as a 
result, even though without consciously realizing it; and would discuss the 
factors involved iucing her next session with the therapist one week later.* 
The session came to an end on this note. 

She was fifteen minutes early for her second appointment. Her nausea, 
so she stated, had almost disappeared. During the preceding week she had 
frequently felt relaxed, but at times had caught herself brooding about the 
abortion. She no longer felt so depressed, but instead at times seemed dizzy. 
She still didn’t like being pregnant, but had definitely decided to carry the 
child to term. She had now joined a sitters’ pool, would have one afternoon 
a week off as a result, and in addition would be going out, perhaps to the 
movies, one night a week with her husband. These arrangements had been 
made on her own responsibility without prior discussion with her husband, 
her physician or her psychiatrist. 

Later during the session, an attempt was made to evaluate her present 
attitudes toward parents, husband, child and pregnancy, and some of these 
attitudes were discussed with her. She did carry the child to term, and, 80 


*It will be noted that this constitutes a minor variation of the exceedingly significant silent 
meditation technique first described in 1944 by Erickson and Hill (8). 
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far as could be determined, her post-pregnancy adjustment had been a 
socially adequate one. 


Comment: 


It will be noted that this patient had already made arrangements for an 
abortion, even though her husband and her obstetrician were unaware of 
this fact. We nevertheless do not believe that she would have seen a psychi- 
atrist, whatever the ostensible reason for the consultation, if her desire for 
the child had not been stronger than her wish for the abortion, even though 
on impulse she might have obtained it. We believe that this generalization 
also holds true for those patients whose wish for interruption of pregnancy 
is iatrogenic. There seems little to gain, however, from belaboring the point 
here. Superficial supportive psychotherapy with such patients is usually more 
than sufficient to make it possible for them to carry the child to term. We 
sometimes are amazed at how far a small “push” of this kind can carry a 
patient. 

At times, however, the problem can be much more complex. Treatment, 
nevertheless, over one or two sessions may give the patient sufficient support 
to make it possible for her to carry the child to term. 


Illustrative patient #2, for instance, the wife of a medical student, devel- 
oped severe abdominal pain within a month after conception. Her nausea 
and vomiting were so pronounced as to send her to the hospital for a week 
at a time, only to be reprecipitated within a few days after her discharge. 
When seen in psychiatric consultation, she spontaneously went into an hyp- 
notic trance. This was conditioned by the fact that she had heard from her 
husband that the consultant was a hypnotherapist. She had, in fact, previ- 
ously read one of my articles on the subject. 

Material tying her husband, her father and her brother together immedi- 
ately and spontaneously came to the fore. This was handled therapeutically 
exactly as if it had been elicited on a non-hypnotic level in a patient long 
under intensive psychotherapy. At the end of the session, it was stated in 
a matter-of-fact tone that the child she was carrying obviously was not her 
brother and that her husband just as obviously was not her father. It was 
further suggested that between this session and the next, she carefully weigh 
the problems involved, their pro’s and con’s, so that she would be in a better 
position to decide whether she could carry the baby to term without devel- 
oping further symptoms. The therapeutic problem, so she was told, was 
that of whether she could be comfortable during her pregnancy or whether 
she would prefer to continue developing symptoms and getting treated for 
them. The abdominal pain, the nausea and the vomiting all disappeared, 
and she had an uneventful delivery. 


We started to see another girl (illustrative patient #3), after she had been 
pregnant some twenty weeks, who at the time weighed only 95 pounds. 
During the preceding two and one-half months, she had had six hospital- 
izations, of 8 to 14 days each, because of pronounced nausea and vomiting 
of pregnancy. This would cease within a few days to a week after her ad- 
mission to the hospital, only to begin again two or three days after her 
discharge, usually within 24 hours after she had had intercourse with her 
husband or felt that she would be compelled to have it. As a result, she 
had been able to remain at home 3 to 7 days at a time, at the very most, 
before hospitalization would again become mandatory. 

When hypnotized, she stated in so many words that she would like to 
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vomit up the pregnancy. Her nausea and vomiting, among its many fun¢e 
tions, served also as a suicidal equivalent. She seemed a depressed and fright. 
ened child. Neither she nor her husband, however, were able to accept a 
recommendation to the effect that she receive psychiatric treatment. Fre. 
quent hospitalizations therefore continued for another ten weeks. Because 
of the severity of her symptoms she could not be treated psychiatrically— 
nor, for that matter, obstetrically—on an office basis. The choice seemed to 
be either that of psychiatric hospitalization, so that her underlying emo 
tional disease could be treated, or of frequent and continued obstetrical 
hospitalization with symptomatic treatment—throughout even the last three 
months of her pregnancy—for her hyperemesis. If her symptoms had become 
intensified, she might perhaps have received, but for medical rather than 
psychiatric reasons, the therapeutic abortion which she so spontaneously 
and emphatically denied that she wished. 

However, during the course of her later hospitalizations, her obstetrician 
managed to help foster her dependency on the psychiatrist. She was as a re- 
sult hypnotized by the psychiatric consultant, at first without her knowle 
or conscious consent, on the basis of these pronounced dependency needs 
of hers. She found it possible to make appointments, which she kept, with 
the psychiatrist, was treated by both the more usual psychotherapeutic tech- 
niques and by techniques made possible only as a result of the hypnotic 
interpersonal relationship (1, 19, 23) and ultimately carried the child suc 
cessfully to term. 

Sessions were on less than a once-a-week basis. During each session she 
was hypnotically regressed to the happiest moment of her life, which she 
re-lived; was told that she would continue feeling this same warm happi- 
ness, but to an even greater degree, as she was hypnotically progressed*, 
month by month, week by week, and day by day until after the birth of the 
child (although for obvious reasons no suggestion about the actual delivery 
was made); and was then—while still hypnotized in the office—allowed to 
hold the infant in her arms while feeling, to quote, “this same warm happi- 
ness inside.” Although she was seen so infrequently, the nausea and vomit- 
ing ceased and by the third hypnotic session—in which, incidentally, other 


hypnotic procedures also were utilized (17)—real feeling seemed to develop 
for the baby.** 


*Erickson has ingeniously made use of hypnotic progression in time-manipulation with 
patients who present difficulties in de-hypnosis (9, 19). Kline has utilized this same technique 
in a number of exceedingly thought-provoking experimental investigations (13, 14). 
**This primigravida was herself emotionally a very small child, badly in need of motheri 
and afraid of the responsibility which her motherhood would necessarily entail. She 
her husband lived with her own mother, a rather dominating individual who in all proba- 
bility will act as the mother of the child, while its own mother, our patient, serves as its 
baby sitter. We do not feel that, without being psychoanalyzed, she will be able to function 
on a much more effective level. 

This, therefore, brings up a further question: should we have helped make it possible, by 
these techniques, for her to bear a child to be raised in the same noxious environment in 
which her own neurotic symptoms were generated? Our patient was a Catholic who had 
spent most of the first six months of her pregnancy in hospitals and who most probably would 
have continued to spend the remaining three months on intravenous medication in a hospi- 
talized setting, if these techniques had not been utilized. She would have had her child in 
any case. As a result of some of the techniques utilized, and as a result, also, of her total life 
situation and her increased responsibility, we hope that she may be able to mature, if only @ 
little, now that the child has been born. 

One further problem presents itself here: would the nausea and vomiting have disappeared 
at this point, even without such treatment on our part? We at present know of no way im 
which it would be possible to give a definitive answer to this question. In any case, whether 
or not it would have disappeared, she needed psychiatric treatment and was able to come inte 
a therapeutic relationship, but only because of the severity of this complaint symptom of hers 


14 








aocowregogogpseés &. 


lit 


mgsecernatwonmoo & 


fe 


er 
tc 
TS 

















Comment: 


As illustrated by these three protocols, symptoms—and even attitudes un- 
derlying symptoms—can sometimes be treated successfully in relatively few 
sessions, but if symptoms become exaggerated neither psychiatrist nor ob- 
stetrician may at times have any choice. We do not by this mean to imply 
that such patients are actually untreatable; but the immediacy and urgency 
of the situation is rationalized by them as a powerful deterrent against 
entering into any meaningful treatment relationship. Once the pregnancy 
is over, however, these patients at times may acquire sufficient motivation 
for, and be able to benefit from, psychiatric treatment whether on conscious 
levels or by the adjuvant use of the various hypnotic techniques. 

This brings us immediately to a clinical consideration of those patients 
who are determined to have an abortion, legally or otherwise, and who almost 
literally attempt to move heaven and earth in order to obtain it. 


GROUP II 


(Patients who are determined to have an abortion, legally or illegally, and 
who apparently suffer no untoward emotional after-effects as a result.) 


If symptoms are precipitated on an hysterical basis, the therapeutic prob- 
lem frequently becomes extremely complicated, especially if pronounced 
nausea and vomiting be present. And if the patient also has some chronic 
disease, like diabetes, which she utilizes in her fight against herself and her 
environment in order to gain her demands, it may be impossible at the time 
psychotherapeutically so to treat the patient as to help her attain any actual 
desire for the continuation of her present pregnancy. She may at times even 
utilize her chronic disease in quasi-suicidal attempts (cf. illustrative pt. #8), 
abandoning the optimal diabetic regimen, for instance, adhering neither to 
the diet prescribed nor the insulin dosage necessary, and going into acidosis 
and even coma, not so much because she wishes to kill herself as—and this 
may be an entirely different thing to the patient—because she no longer has 
any specific desire to remain alive (16). 

Still other patients attempt to force obstetrician and psychiatrist to in- 
terrupt their pregnancies by threats either of illegal abortion or of suicide. 
On one level, their demands remind one of equivalent demands made by 
severely psychoneurotic and psychotic patients for brain and intra-abdominal 
surgery, and their threats later, when operative intervention is refused, to 
continue shopping around from physician to physician and hospital to hos- 
pital until some surgeon finally is persuaded to do the craniotomy or the 
laparotomy which they so desire (18). However, with our pregnant patients 
an additional complicating factor almost invariably seems present: because 
of the extreme urgency of their demands and the identification with them 
by their husbands which prevents the latter from realizing how emotionally 
ill they actually are, even though they be seen by psychiatrists, it frequently 
becomes impossible to treat them at the moment as other emotionally ill 
patients would be treated. This is especially true if they be depressed or sui- 
cidal, in which case psychiatric hospitalization may be advisable. Commit- 
ment, however, is usually impossible. Many refuse to see the psychiatrist a 
second time. It seems almost impossible to obtain even an inadequate follow- 
up, once the patient has left the psychiatrist’s office, although occasionally, 
nevertheless, this can be done. As a result, the problems posed often are 
extremely complex. 

Illustrative patient #4 was a 23-year-old married woman who sobbed over 
the phone while requesting an emergency consultation. When seen, she was 
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tense and jittery, and sighed and cried frequently. She now had a six-and. 
a-half-year-old daughter. She had never wanted children. She’d be frantic if 
her periods were even a day late! And now, she’s pregnant again! She's 
already seen one obstetrician and one psychiatrist. They wouldn't even listen 
to her. She won’t have another (child)! And her husband feels the same 
way. She had a hard time when the first was born. And she’s had a hard 
time raising it. For four years, she and her husband didn’t know what it was 
like to take a walk—they were so tied down. Her life’s been drained out of 
her! She can’t sleep at all! Since its birth, she hasn’t wanted her husband 
to touch her. Most of the time she won’t let him (have intercourse with her), 
She’s nervous, irritable, moody, shouts constantly at her daughter, and beats 
her when she shouldn’t. So she’s made up her mind! To quote her exact 
words, “I won’t under any circumstances have that child. I'll have an abor. 
tion, and if I can’t get it, I'll take gas—and my husband knows I mean it, too!” 

Her last period had been seven weeks ago. She’s had a constant headache 
since; is nauseated most of the time; has indigestion; is jittery, forgetful 
and bewildered; finds it more and more impossible to fall asleep; and wakes 
up within a few hours dreaming that her daughter has been killed. 

When asked about her baby, she stated that it had been planned, but 
that for months after its birth it had kept them awake at night and made her 
a “nervous wreck.” She had therefore decided that, unless an abortion were 
recommended and performed, she would find some way herself to abort the 
child. And if this were unsuccessful, she would divorce her husband and kill 
herself. She had determined to get the divorce first, however, because she did 
not wish to subject him to remorse for her suicide. 

Very few meaningful details from a dynamic viewpoint were elicited about 
her developmental history. Her father had died, two-and-a-half years previ- 
ously, of coronary thrombosis; she had been closer to her father than to her 
mother, who was still alive; and she had never been able to get along with 
her brother, whom she was unable to describe and who was three years her 


senior. It seemed fairly obvious that nobody could be quite so well adjusted . 


as she claimed she had been before the birth of her child. 

Her husband was also seen. He disliked children and was angry at his wife 
for having become pregnant with only infrequent intercourse. Her obstet- 
rician, who was phoned, was surprised and indignant that she had seen a 
psychiatrist. He characterized her as a “spoiled brat,” badly “in need of a 
spanking,” and saw no reason why anyone should listen to her complaints. 
The other psychiatrist, when phoned, stated that she was merely trying to 
“put on a show” and would carry the child to term if no attention were 
paid her. Both she and her husband refused to make another appointment, 
stated in anger that they would pay no fee unless first of all they were handed 
a certificate recommending that the pregnancy be interrupted, and left in 
rage. By coincidence, it was later learned that within the week an abortion 
had been illegally induced. 

Comment: 

A number of factors need emphasizing here. This patient was not able to 
receive meaningful emotional support from her husband. He himself was 
badly in need of treatment. The punitive attitudes of both the obstetrician 
and the psychiatrist whom she had first seen, neither of whom we had previ- 
ously known even by name, helped throw her into the hands of the abor- 
tionist. Whether an originally kindly and understanding attitude might have 
helped, is of course problematic. We rather doubt, however, the efficacy of 
a spanking, verbal or otherwise, with a patient like this. In fact, in our 
opinion this attitude intensified her symptoms, increased what can best be 
characterized as the “God-awful” urgency of her demands, and helped make 
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even more impossible, at least at the time, any attempt to treat her obvious 
emotional illness. 

How a problem of this type can best be handled we do not at present feel 
competent to state. We know of no hospital board which would accept a 
recommendation for interruption of pregnancy unless the patient were emo- 
tionally much more seriously ill than this patient was at the time she pre- 
sented herself to the psychiatrist. Most boards, in fact, would state that if her 
demands were acceded to, this in itself would a priori give carte blanche to 
indiscriminate and frequent interruption of pregnancy merely because a 
patient does not choose to carry her child to term. It should be noted, how- 
ever, that this girl did obtain her abortion. It was fairly obvious at the time 
of the psychiatric consultation that she would attempt to contact an abor- 
tionist, and that, if she were unsuccessful in this, she would probably self- 
induce it. This determination on her part must be considered as much a 
symptom as a cough, a fever, or, for that matter, the pronounced nausea and 
vomiting of pregnancy. 

A slightly different type of problem sometimes presents itself. The family 
physician may feel convinced that his patient’s emotional status warrants 
the interruption of her pregnancy, and may request a psychiatric consulta- 
tion with this specifically in mind, even though at the same time he refers 
his patient to an obstetrician who never accepts a psychiatric recommenda- 
tion to this effect, or, alternatively, arrange for her admission to a hospital 
whose board can best be characterized, for want of a better term, an anti- 
psychiatric. If he wishes the psychiatrist to see the patient and if the psychi- 
atrist, as a result of the psychiatric evaluation, concurs in his opinion, then 
obviously the patient should have been referred to a different obstetrician 
or admitted to a different hospital; on the other hand, if the physician never- 
theless wishes it to be this particular obstetrician and this particular hospital, 
he is merely wasting the patient’s money and the psychiatrist’s time by re- 
questing the psychiatric consultation, unless, alternatively and despite his 
expressed statement to the contrary, he feels that the patient will find it 
possible to get into a good psychiatric treatment relationship and thereby 
carry the child to term. 

With most patients like these, however, whom we have seen, the under- 
lying problem is that of their pronounced hostility. An abortion, whether 
self-induced or spontaneous, merely relieves the pressure temporarily; we 
are, in fact, for the most part dealing with emotionally sick patients who 
happen at the time to be pregnant, sometimes even as a result of their emo- 
tional illness, and whose pregnancies merely bring into sharper focus the 
symptoms of their emotional illness. This is not necessarily always the case. 
The psychiatrist occasionally sees a patient who states that logically she can 
conceive of no solution except suicide. So far as he can determine, her past 
history seems that of a fairly stable individual. She may even make two or 
three appointments with him. He cannot be certain that she will kill her- 
self, nor can he state dogmatically that she is clinically a suicidal risk, but he 
hesitates to wait long enough to find out. He knows that his own reputation 
will not suffer if she does kill herself, and he certainly does not wish to 
identify with the patient, but he nevertheless hesitates to call what, in the last 
analysis, may be merely bluff on her part. 

Illustrative patient #5 illustrates some of the problems involved. One 
holiday morning, an emergency psychiatric consultation was requested over 
the phone. The patient was from out of town; it was for someone else; he 
wished to apologize for disturbing me on a holiday; but —! He sounded 
panicky, and gave the impression that he actually was talking about himself. 
Because of his palpable anxiety, he was seen immediately. He was fidgety, 
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chain-smoked, squirmed in his seat, spoke slowly and hesitantly, was never. 
theless under pressure of speech, and at times seemed on the verge of tears, 
The session can be summarized, practically in his own words and in the order 
in which it proceeded, as follows: 

He had a large staff of technical personnel under him. He had come to 
Baltimore in order to talk over, with a professional friend, the problems 
involved, but after reaching here had realized that instead he should see a 
psychiatrist, since psychiatrists are supposed to make whatever recommenda- 
tions are best for their patients. (Yes?) He was married, but was now getting 
a divorce. He and his wife had been separated a year. She was three years 
older than he; he does not understand why they had ever gotten married; 
they have no interests in common at all. It would probably take another nine 
months for their divorce to become final. And he had just learned a week 
ago (tears) that the girl whom he had met a month after he had separated 
from his wife is now pregnant. It seems inconceivable. She at no time has 
wanted to get married. She had said on various occasions that in marriage 
the woman is dominated by the man. She is as highly educated as he is, has 
just as responsible a position, and has just told him that she would not bring 
this disgrace either on him or on her parents. In fact, in a very matter-of- 
fact voice she had stated that she is now considering the most efficient means 
of killing herself, but in such a way as not to result in an autopsy. So he knows 
she will not use a gun or take an overdose of sedative. But she is concen- 
trating on the best way to kill herself. (And at this, he was unable to hold 
back his tears.) 

He would do anything at all. What he most wishes is to marry her. Because 
of the exceedingly responsible positions which both of them have, if this 
were to become known they could lose their jobs or be blackmailed. But that 
isn’t the important consideration. It’s what this is doing to her that con- 
cerns him most. And at this, he gave a fairly detailed description of the girl, 
the gist of which seemed to be that she was a calm and serene, deeply religious 
and highly intelligent person who had been raised in a small town down 
South. 

Very few other meaningful details, at least from a dynamic viewpoint, were 
elicited about his own developmental history. After he had taken his doc- 
torate, both parents had died of heart disease, his mother two years after 
his father. It was then that he had married a woman three years his senior, 
who had had two previous marriages, who was not a college graduate, whose 
interests and friends were not his, and for whom he had never had any sexual 
desire, or so he stated. They had frequently gone as many as nine months 
without sexual relations, and throughout the whole marriage, on those rare 
occasions when they did have intercourse, he had felt, for the most part, 
that he was performing a function which he needed and to which she sub- 
mitted as infrequently as possible. But he had enjoyed having intercourse 
with the girl about whom he was now seeing me. He had come here, because 
Baltimore had the reputation of being a progressive medical center. What 
he himself thought would be best, and what he himself wanted, was that an 
abortion be performed. 

He was told that it would be necessary for the girl to be examined psychi- 
atrically; and that the specific psychiatric recommendation would be deter- 
mined by the results of that examination. The names of competent psychi- 
atrists in his home city were given him, but he preferred to come here. An 
appointment was therefore made for her, but under what palpably was an 
assumed name. By the time he left, his anxiety had apparently subsided. 

The girl was seen three days later, and gave essentially the same factual 
history. She had never before been in love. She knew her lover’s capabilities 
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—he was practically a genius—and she did not wish his life ruined. She had 
therefore decided to take a sea-trip. She had been in the Navy, knew exactly 
what to do, and had decided not to let it seem like suicide on her part. 

“He'll be hurt,” she realized, “and so will my parents,” who live “in a 
small town where everybody knows everybody else, but they’ll get over it.” 
She knew that an abortion could not be obtained legally and she had there- 
fore already purchased her ticket. (How long ago?) “Not too long ago.” (Had 
anything else happened then?) “It was when I learned that my younger 
sister—she’s married—is just the same number of months pregnant that I am.” 
And at this, she seemed to choke tears back. With this one exception, she 
spoke in a rather matter-of-fact voice, for the most part as though lecturing 
to a class. 

Few meaningful details about her developmental history were elicited. 
She at no time previously had had a psychotic break or shown evidence of 
neurotic behavior. She felt herself at an impasse, could consider no other 
solution, did not wish either lover or parents stigmatized by her suicide, 
and stated that as a result she had logically concluded to drown herself at 
sea. When an apparent vacation with later adoption of the child was sug- 
gested, she was unable to conceive of this even as a remote possibility. 

One week later, both were seen together. The girl this time cried steadily 
throughout most of the session. They were given to understand that in my 
opinion her emotional status was such that no hospital board, at least in this 
area, would consider allowing her pregnancy to be interrupted. She therefore 
stated that she would follow her original plan. Her partner implied that in 
this case he too would commit suicide. 

At this, the discussion again turned to the various possibilities that mer- 
ited consideration, including: (a) legal interruption of the pregnancy on the 
basis of a psychiatric recommendation to that effect; (b) criminal abortion; 
and (c) the carrying of the child to term. In the latter case, the possibility 
was raised of having the baby delivered in some distant city where it could 
either be placed for adoption or arrangements made for it to be raised until its 
father’s divorce could become effective and its two parents married. Neither, 
however, was able to see any solution other than suicide on the one hand, 
or, on the other, legal or illegal interruption of the pregnancy. It was sug- 
gested that they think over the pros and cons which had been discussed and 
that, in addition, she get in touch with her own family physician or the 
physician who had tended her at home during her early childhood. It might 
be, so it was added, that he could make other suggestions of value. She did. 
He wrote asking our impression. 

To quote from our reply, “This patient is now some 13 or 14 weeks 
pregnant. She has decided that under no circumstances, so she says, will she 
bear her child, and she emphatically states that on the basis of “logical” 
reasoning her only solution is that of drowning herself. Few meaningful 
details about her developmental history, at least from a dynamic angle of 
approach, were elicited. In order to determine the psychiatric prognosis and 
the type of therapy which could best meet the situation, further evaluating 
sessions are necessary. The patient will not consent to this. I cannot state 
that she actually will kill herself, but the possibility exists. Since she has 
already decided upon the means, in my opinion this risk must be run unless 
the pregnancy be interrupted.” 

It was requested that a second psychiatrist also see this patient. The prob- 
lems involved were discussed with a number of our colleagues. A few were 
asked to see her in consultation. Most refused. She finally saw a psychiatrist 
in the city in which she worked, and he sent a similar note. Her pregnancy 
was interrupted on the basis of these two letters. 
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Comments: 


A number of factors warrant discussion here. It is still too soon to obtain 
a follow-up. It is not possible, for instance, to state whether they have decided 
to raise a family of their own, whether they have married, or even whether 
the divorce has become effective. We know only that they are still working 
together. 

We can understand, of course, why so many of our colleagues did not wish 
to be involved in a matter as messy as this. Some of us abstain from cases 
involving litigation, a few of us do not do clinic work, very few of us enjoy 
discussing our research with members of the press, and none of us like the 
thankless, time-consuming task of seeing patients with problems such as these, 

The very fact that this girl was single of itself means that a recommenda- 
tion for the interruption of her pregnancy, at least for psychiatric reasons, 
would most probably be rejected even if her emotional status had been such 
that for a married woman the same recommendation might conceivably have 
been approved. The decision, logically at least, should be determined not 
by the marital status of the patient, but by her medical and emotional needs. 
Few physicians, for instance, would withhold anti-luetic treatment from a 
patient with syphilis, merely because that patient happened to be single. 

However, this can be considered a borderline case. Difficulties just as pro- 
nounced may be involved in the making of concrete and meaningful recom- 
mendations for patients whose psychiatric status is far from border-line. 
For instance: 


Illustrative patient #6 already had one small child. She had learned she 
was pregnant shortly after she had decided to apply for divorce. Her husband 
was a brilliant but intensely selfish and childish individual who was unable 
to give her the emotional support she needed. She was therefore determined 
to have an abortion legally or illegally, but she had also developed pro- 
nounced anxiety symptoms and was now showing an underlying rage reac- 


tion. Her husband believed her to be psychotic, and her obstetrician was of — 


the opinion that, because of her pregnancy, she was becoming so. The 
psychiatrist concurred in this opinion, but did not feel that a hospital board 
would, at least on the basis of those symptoms which he so far had seen, 
consent to a therapeutic interruption of her pregnancy. At this, she explained 
patiently and in detail that the abortion was necessary because of her fre- 

uent quarrels with her husband, as a result of which she did not think 
their marital atmosphere was such as to be conducive to the raising 
of a child, and as a further result of which she was afraid a divorce might 
ultimately be in the offing. This, so she continued, reminded her too much of 
the life led by her parents, and her hatred of her father who had separated 
from her mother when she was very young and who only this past summer 
had again been visiting her. 

Her husband was also seen. He explained that the abortion was necessary 
because of her psychotic behavior, and when asked for an example of this, 
stated that she objected, merely because he was forced to borrow money for 
living expenses, to his continuing to spend a few thousand dollars or so each 
year for antiques, and even wanted him to sell those he already had, altkough 
she certainly ought to know—or I ought to explain to her—that these pur- 
chases were absolutely necessary for the spontaneous and full development 
of his personality. Otherwise, how could he continue in artistic creation? 
And he added that, if this were not sufficient for an abortion, I should know 
that he was going to divorce her in the near future anyway. 


This patient made a second appointment, but her anger was aroused. After 
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leaving the office, she narrowly missed being involved in one accident, and a 
short time later was involved in a minor collision with a truck. She became 
paranoid about the psychiatrist, and in this her husband identified with 
her. It seemed obvious that she was growing increasingly more psychotic; 
at the very least, she was developing a depression with paranoid coloration. 
It was believed that the pregnancy constituted an additional stress and strain 
which she at the time was unable to tolerate, and that, if it were to continue, 
her deepening depression could reach the point of necessitating hospitaliza- 
tion on her part. Two psychiatrists therefore recommended that the preg- 
nancy be interrupted. It was, incidentally, her obstetrician who, because he 
was convinced of this, had requested the psychiatric consultation in the first 
place. Nevertheless, after her admission to the hospital, its board rejected 
this recommendation. She became increasingly more psychotic, and was 
later admitted to another hospital where the pregnancy was interrupted. 


Comment: 


We do have a three-year follow-up, although very inadequate, on this 
patient. The couple have continued to live together. The fact that this 
girl had become paranoid, and was beginning to get involved in a series of 
automobile accidents, can be considered fairly malignant. Her family physi- 
cian, the obstetrician, and two psychiatrists all concurred in the belief that, 
if her emotional health — and perhaps her life — were to be preserved, the 
pregnancy should be interrupted. It seems unfortunate that she had to be 
discharged from the hospital to which she had been admitted for this one 
purpose, and that it was necessary for her behavior to become so much more 
psychotic before this recommendation could be accepted. This, fortunately, 
was not the case with the next patient. 


Illustrative patient #7 was a 25-year-old girl, six months married and five 
months pregnant, who had complained of severe abdominal pain almost from 
the very moment of conception. The pregnancy had been decided upon 
before marriage. Intravenous pyelography showed a marked right hydron- 
ephrosis. Staphylococcus aureus grew in culture. Penicillin at first was effec- 
tive. After her discharge from the hospital, however, the pain recurred at 
three-week intervals. During the whole of her fourth month, she developed 
persistent nausea and vomiting. Her abdominal pain could no longer be ade- 
quately controlled by demoral, scopalomine, seconal or hypodermic mor- 
phine, although occasionally a hypodermic of sterile water, with saccharine 
by mouth, gave her as much relief as narcotics did. The psychiatric consultant 
at this time found “‘no organic or mental basis for interruption of pregnancy.” 
Her pain then became so severe, and her nausea and vomiting so persistent, as 
to necessitate constant hospitalization. A hypnodiagnostic investigation was 
requested. Immediately after hypnotic induction, she began trembling 
visibly, became panic-stricken, and seemed more like a small frightened child 
than an adult. She started to scream. It soon became evident, from her spon- 
taneous productions, that she knew she was being eaten up alive — inside — 
by cancer! Everyone who said she was pregnant was lying. She had cancer! 
She was past operative help! She had no intention of dying the slow, pro- 
longed horrible death her father had! It was her father’s cancer! He had 
given it to her! She was not going to let him eat her up! She was going to kill 
herself immediately! And she stated exactly how she planned to do so. 

It was not possible to carry her obstetrically on an open ward. Psychiatric 
treatment was rejected by the family. She became a pronounced adminis- 
trative problem and psychiatric hospitalization was therefore advised, but 
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because of their own personality needs neither husband nor mother were able 
to accept this recommendation. Her symptoms gradually grew worse, the 
pregnancy was interrupted, and she then apparently was able to make a fairly 
good social adjustment, but only after divorcing her husband. Whether or 
not, if she could have had combined psychiatric and medical or surgical 
treatment, the latter for her hydronephrosis, it would have been possible 
for her to carry the child to term cannot be stated definitely, but it does 
seem probable. 


Comment: 


It would seem of value to compare the course taken by this patient with 
that taken by the wife of the medical student (illustrative patient #2) who 
had developed almost exactly the same symptoms and who was investigated 
in almost exactly the same way, but who had, however, no actual hydro 
nephrosis. The medical student’s wife with help could be motivated for 
treatment; unfortunately, we had no techniques at our disposal with which to 
approach the patient with the kidney disease. 

It should be remembered that this material was elicited, not on a conscious 
level, but on an hypnotic one. These fantasies were pre-conscious. We were 
therefore of the impression that the statistical diagnosis, at least, was that of 
an hysterical depression. She was not schizophrenic, although investigators 
without first-hand experience with the specific hypnotic techniques utilized, 
on the basis of her productions, might readily believe her psychotic. It may 
have been for this reason that she was sterilized when her pregnancy was 
interrupted, although we do not actually understand why this procedure 
was decided upon. There was nothing in these productions of hers which 
would lead us to believe that sterilization was indicated on psychiatric 
grounds. 


Sterilization presents one set of problems; therapeutic abortion another. 


Psychiatrically at least, we do not feel that the two must necessarily be com- 


bined. In fact, we feel that, so far as some of the patients whom we have seen 
are concerned, the urge which resulted in their sterilization is to be de- 
plored. All too frequently, patients who require therapeutic abortion for 
emotional reasons are penalized by sterilization for being psychiatrically so 
seriously ill. These patients are not untreatable, and should not be con- 
sidered as such, even though the psychiatrist may be unable to help them 
during the 2- or 3-week physiological time limit with which he is confronted, 
if he sees them only during their pregnancy. 

Patients who at the time may be too sick emotionally to carry a specific 
child to term, may later be healthy enough both to desire, and to bear and 
to rear, not just one but even several children —and to rear them well. 
Psychotherapy is possible, and should almost routinely be recommended for 
these patients, if their pregnancies are interrupted, immediately after their 
discharge from the hospital. The enforced and permanent renunciation of 
motherhood, imposed as the penalty when a specific pregnancy is to be 
interrupted, even though for good and valid therapeutic reasons, seems 
much too heavy a price for any patient to be compelled to pay merely because 
she happens to be emotionally ill. 

Further consideration of this, however, would take us to far afield from 
the subject under consideration. Some of the other problems involved, 
nevertheless, become increasingly evident, even with the sharpness of caric- 


ature, when we study the protocols of those patients whom we include in 
Group III. 
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GROUP Ill 


(Patients whose pregnancies previously had been interrupted legally or 
illegally, and who later developed emotional disease which was 
precipitated out as a result of the abortion.) 


Some women, married or unmarried alike, may reject even the very thought 
of motherhood. Nevertheless, if they do conceive and manage to have their 
regnancies interrupted, they may at some future date repeat the pattern. 
This later urge to motherhood seems greater and more powerful than their 
previous rejection of the unborn child. Or, if they cannot again become 
pregnant, they may grow furious at their “sacrifice,” and turn their anger 
and rage, on the one hand, against themselves by developing a suicidal de- 
pression, or, on the other, against their sexual partners by becoming frigid 
and punishing them either by developing severely neurotic or psychotic 
symptoms or by leaving them and, if they be married, even by applying for 
divorce. We have, incidentally, seen similar reactions develop in women who, 
before applying for psychiatric treatment, had lost wanted pregnancies 
through spontaneous abortion. Those Catholic patients whom we had seen 
and who previously had had self-induced or criminal abortions, for the most 
part by the time we saw them showed fairly pronounced depressions or, 
alternatively, deep-seated anxiety hysterias. As Helene Deutsch states (4), 
“Under given circumstances it may be better for the mother to separate from 
her known and loved child than from an unknown and hated ‘something’ 
that only subsequently, after separation, assumes concrete form in her imag- 
ination.” We do not believe it possible to overemphasize this. To illustrate: 


Illustrative patient #8 was referred for treatment under hypnosis because 
of her depression of three months duration. This, as it developed, had been 
precipitated by an illegal abortion four months previously. Since then she 
had refused even to see her sexual partner, although he constantly impor- 
tuned me to force her to marry him. ‘The date for their wedding had been set, 
so he stated, long before she had become pregnant. 

She had been pregnant once before, eight years previously, when she was 
17. At that time, to quote her own words, she had moved heaven and earth 
for an abortion, but her lover had refused to allow it and had finally forced 
her to marry him. The child was five years old when their marriage finally 
broke up, ostensibly because her husband was running around with other 
women. It was not until after her divorce that she had met the lover respon- 
sible for the pregnancy which had preceded her present depression. 

Once under treatment, she explained that he had protested vehemently 
against allowing the pregnancy to be interrupted, but that at her insistence 
he had finally made the necessary arrangements. How could she love a man 
who thought so little of her as to do a thing like that? He should have realized 
that she couldn’t possibly go through any wedding ceremony, unless she had 
within her womb the proof of his love! Her early familial relationships, 
and especially her parental ones, helped make her attitude understandable. 


Comment: 


There seems no point in emphasizing the similarity between her first and 
second pregnancies. In view of the repetitive nature of the problem, even if 
she had been suicidally depressed and had requested a psychiatric consulta- 
tion in order to obtain a recommendation for the interruption of her preg- 
nancy, it seems problematic that in all conscience one could have been given 
her. With hind-sight, it seems possible to state that the abortion was obtained 
on impulse, that her desire for the child was greater than her desire not to 
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have it, that she had become pregnant for this reason, and that if at the 
time she had been able to accept psychiatric treatment, on the basis of her 
consequent, slightly increased knowledge of herself and her emotional needs, 
she most probably would have decided to carry the child to term. At any rate, 
fortunately for her, she was not sterilized. 

The next patient shows a slightly different aspect of the same general 
pattern of behavior. 

Illustrative patient #9: This patient was a nurse who was referred for psy- 
chiatric treatment because of her severe anxiety neurosis. She dreaded the 
thought of intercourse, forced her husband to practice coitus interruptus 
although contraceptives also were used by both concurrently, and was con- 
stantly afraid that she might become pregnant. Back of this, as it develo 
was her wish for pregnancy and her belief that she was a murderess, since 
some years previously she had self-induced an abortion after having been 
two-and-a-half months pregnant. Her anxiety symptoms apparently were 
precipitated when she discovered that her younger sister had spontaneously 
aborted recently also at two-and-a-half months. 

Discussion 

We have scarcely emphasized hyperemesis gravidarum during the pre- 
ceding discussion. Whatever the organic pathology present, all patients whom 
we have seen — and it must be admitted that we were asked to see them only 
because psychiatric consultations were thought to be in order — were severely 
sick emotionally. With the advent of antibiotic and hormonal therapy, hyper- 
emesis gravidarum — or, rather, the pathophysiology underlying it — is now 
no longer to be considered a medical indication for the interruption of preg- 
nancy. We should, however, like to recommend that, whenever feasible, a 
psychiatric evaluation of the patient concerned be attempted, since, with 
some patients at least, combined psychiatric and medical treatment may per- 


haps help make it possible for the child to be carried — with much less dis- 
comfort to its mother — to term. 


It will also be noted that we have not discussed rape. A priori, we should - 


expect this to be a legal, rather than an extra-legal, reason for interrupting 
a pregnancy, nor do we feel that it necessarily must constitute a psychiatric 
one. However, the fact that rape per se in the eyes of the law does not justify 
therapeutic abortion, introduces complications with emotional over-tones. 
Since we have personally had no experience whatsoever with this problem, 
however, any discussion of the factors involved must necessarily fall outside 
the spheres of our competence. 

There are frequent statements in the literature, and especially in the older 
literature, to the effect that patients with schizophrenia, manic-depressive 
oes. some neuroses, epilepsy and diabetes should not have children 

ecause of the inheritable nature of their diseases. There are even not infre- 
quent recommendations to the effect that these conditions per se constitute 
sufficient reason for interrupting a given pregnancy. For obvious reasons, we 
do not feel that these particular articles merit the emphasis of bibliographic 
reference. What seems biological inheritance in these diseases may fre- 
quently be familial and cultural environment. 

It will also be noted that we have not commented upon the emotional 
fitness of a given couple for the raising of children, nor what continuing to 
be unwanted may mean emotionally to a child as it grows up. The factors 
involved have been treated in a number of excellent works. A discussion 
of these problems would be beyond the scope of this article, and — because 
so many nove are still unknown or, at best, hypothetical — beyond the fields 


of our — The subject at present merits detailed research and in- 
tensive study. 
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Summary and Conclusions 


]. Patients who are referred to psychiatrists in the hope of obtaining a 
recommendation for the interruption of their pregnancies fall, for the most 
part, into fairly well-defined groups. With some, the desire is iatrogenic. This 
becomes apparent almost immediately after the consultation begins. With 
exceedingly superficial psychotherapy, directed on the one hand towards 
the patient and, on the other, towards her physician under the pretext of 
discussing with him the problems involved, the patient is usually able to 
carry the child to term. With other patients, whose problems primarily are 
situational, on relatively superficial psychotherapy the desire not to have the 
child also disappears (pt. #1). 

2. However, if in addition symptoms are precipitated on an hysterical basis, 
the therapeutic problem becomes much more complicated, especially if pro- 
nounced nausea and vomiting be present (pts. #2 and #3). At times symptoms 
—and even attitudes underlying symptoms — can be treated successfully in 
relatively few sessions (pt. #2), but if symptoms become exaggerated, neither 
psychiatrist nor obstetrician may at times have any choice (pts. #6 and #7). 
And if the patient also has some chronic disease, like diabetes, which she 
utilizes in her fight against herself and her environment in order to gain her 
demands, it may be impossible psychotherapeutically so to treat the patient 
as to help her attain any actual desire for the continuation of the pregnancy 
—and she may, at times, even utilize her chronic disease in quasi-suicidal 
attempts (pt. #8). 

3. Still other patients attempt to force obstetrician and psychiatrist to inter- 
rupt their pregnancies by threats either of illegal abortion or of suicide. 
Because of the extreme urgency of their demands, and the identification with 
them by their husbands which prevents the latter from realizing how emo- 
tionally ill they actually are, it frequently becomes impossible to treat them 
as other depressed or potentially suicidal patients would be treated, (pts. #5 
and #7). Commitment is usually impossible. Many refuse to see the psychia- 
trist even a second time (pt. #4). As a result, the problems posed frequently 
become extremely complicated. 

4. Patients who previously had developed depressive and even suicidal 
reactions post-partum pose still further problems. So do patients who for 
one reason or other had previously had abortions, and who, when under 
intensive psychotherapy, later accuse themselves of being murderesses (pt. 
#9). 

5. Each case must be judged on its own merits. Legal, moral and ethical 
factors are of prime importance. Social, economic and religious imperatives 
cannot be over-emphasized. The gravity and severity of the present conflict 
situation must be carefully investigated. If possible, the motivational bases 
of the patient’s behavioral patterns should be determined: in other words, 
her developmental history must be known. The total life situation needs 
evaluation. The total relationship between the patient, her husband and 
her parents, as well as her siblings, in all its implications, must frequently 
be taken into consideration. It must constantly be borne in mind that, if at 
the insistence of the patient and because of the exigencies of the situation, 
her pregnancy be interrupted, the interruption itself occasionally serves 
to precipitate out severe psychoneurotic or psychotic symptomatology, and 
a clinically suicidal depression may at times come to the fore (pt. #8). Or, 
and this is not too infrequent, the patient may later regret the abortion, 
direct her anger and rage against her partner (pt. #9) and, if married, even 

apply for divorce. An attempt must therefore also be made, not only to 
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determine how the patient is reacting in her present situation, but also how 
she may react, so far as in the present state of our knowledge this can be de. 
termined, if the pregnancy be interrupted. However, the extreme urgency 
of the patient frequently makes this impractical. 


6. Whenever possible, mderreamenes should be attempted. This frequently 
is possible, and usually constitutes the sine que non so that the child can be 
carried to term. It seems impossible to over-emphasize the fact that we 
usually are dealing with emotionally ill patients who rationalize their need 
for an abortion as the cause of their illness, rather than a symptom of it, 
As Flanders Dunbar has stated, “The experience of pregnancy is usually 
beneficial and readily accepted, even though it may have been unwanted, 
with the appropriate psychotherapy” (5). Neither is it possible, in our 
opinion, to over-emphasize Eliasberg’s italicized comment to the effect that 
“both by relieving the conflicts of the pregnant woman who should continue 
and by stating psychiatric indications for interruption, psychiatry can chan- 
nel away from the abortion mills a considerable number of unfortunate 
prospects.” (7). 

7. Five of the nine patients (patients #1, 2, 3, 7 and 8) whose case protocols 
were abstracted, in order to illustrate with the sharpness of caricature points 
stressed in this chapter, were investigated, evaluated or treated under hyp- 
nosis. This seems indicative of the pronounced dependency needs of these 
patients, and that even despite their characteristic hostility. 

Since less than one-third of our patients are treated under hypnosis, this 
also would seem to indicate that the prognosis, at least for those abortion- 
demanding patients who find it possible to make and to keep appointments 
with a psychiatrist, is better than is statistically to be expected. 


8. However, if for psychiatric reasons it does seem advisable to recommend 
that a given pregnancy be interrupted, in our opinion psychotherapy invari- 
ably is indicated. This should begin, whenever possible, before the abortion 
is performed. 


9. Patients have been penalized, by forcing sterilization upon them, merely | 


because they have become emotionally so ill as to require therapeutic abor- 
tion. Sterilization presents one set of problems; therapeutic abortion an- 
other. Psychiatrically at least, we do not feel that the two must necessarily 
be combined. In fact, we feel that, so far as some of the patients whom we 
have seen are concerned, the urge which resulted in their sterilization is to 
be deplored. After their discharge from the hospital, either as a result of their 
subsequent life experience or of the excellent psychotherapeutic relationship 
into which at times they find it possible to enter, some of these patients 
later on are able not only to desire children, but also to bear and to raise 
them — and to raise them well. 

Helene Deutsch (4) emphatically states that, in her opinion, “Every woman 
has the right to achieve motherhood and to renounce motherhood,” and if 
this be so, at least in given cases, the forced and permanent renunciation of 
motherhood as the penalty for the interruption a specific pregnancy, even 
though for good and valid therapeutic reasons, is much too heavy a price for 
any woman to be forced to pay for such a procedure. 


References 


1. Brenman, M.,and Gill, M.M. Hypnotherapy, International Universities Press, N.Y., 1947. 


2. Cosgrove, S. A., and Carter, P. A. A consideration of therapeutic abortion, Am. J. Ob. 
and Gyn. 1944, 48, 299-314. 


$. Dannreuther, W. T. Therapeutic abortion in a general hospital, Am. J. Ob. and Gyn. 
1946, 52, 54-66. 


26 








13. 


14. 


15. 


17. 
18 


19 


21 








4, Deutsch, H. The psychology of women, vol. II: “Motherhood,” pp. 120 ff, 179 ff, 220 and 
382, Grune and Stratton, N. Y., 1945. 

5. Dunbar, F. Personal Communication, May 17, 1952. 

6. Ebaugh, F. G., and Heuser, K. D. Psychiatric aspects of therapeutic abortion, Postgrad. 
Med, 1947, 2, 325-332. 

7. Eliasberg, W. G. Psychiatry in prenatal care and the problem of abortion, Medical 
Woman’s Journal, 1951, 58, Jan.-Feb., 27-30. 

8. Erickson, M. H., and Hill, L. B. Unconscious mental activity in hypnosis: Psychoanalytic 
Implications, Psa. Quart. 1944, 13, 60. 

9. Erickson, M. H. Personal Communication, July, 1952. 


10. Fisher, Russel S. Criminal abortion, J. Crim. Law, Criminol. and Police Sci. of North- 
western U., 1951, 42, 242-249. 


11, Fromm-Reichman, F. Principles of intensive psychotherapy, Univ. of Chicago Press, 1950. 


12. Glauss, A. Zur psychiatrischen indikationen der schwangerschaftsunterbrechung, Schweiz. 
med. Wochenschr. 1948, 78, 97-101. 

13. Kline, M. V. Hypnosis and age progression: A case report, J. Genet. Psychol., 1951, 78, 
195-205. 

14. Kline, M. V. A measure of mental masculinity and femininity in relation to hypnotic age 
progression. J. Genet. Psychol., 1951, 78, 207-215. 

15. Perlmutter, I. K. Analysis of therapeutic abortions, Bellevue Hospital 1935-1945, Am. 
J. Ob. and Gyn., 1947, 53, 1008-1018. 


16. Rosen, H., and Lidz, T. Emotional factors in the precipitation of recurrent diabetic 
acidosis, Psychosomatic Medicine XI, 1949, 211-215. 

17. Rosen, H. Hypnodiagnostic and hypnotherapeutic fantasy-evocation and acting-out 
techniques, J. Clin. & Exp. Hyp., 1953, 1, 54-66. 

18. Rosen, H. Hypnosis in surgery, in Schneck, J. H., ed.: Hypnosis in medical practice, 
The Thomas Company, Springfield, Ill., 1953. 

19. Rosen, H. Hypnotherapy in clinical psychiatry, Julian Press, N. Y., Spring 1953. 

20. Taussig, F. G. Abortion, sponanteous and induced: Medical and social aspects, C. V. 
Mosby Co., St. Louis, 1936. 

21. Wilson, D. C., and Caine, B. L. The psychiatric implications of therapeutic abortion, 
Neuropsychiatry 1 (No. 3) 1951, 22-35. 

22. Wilson, D. C. Psychiatric implications in abortions, Va. Med-Monthly 1952, 79, 448-451. 

23. Wolberg, L. R. Medical hypnosis, 2 vol., Grune and Stratton, N. Y., 1945. 


7 











The Therapeutic Use of Self-Hypnotic Dreams 


JEROME M. SCHNECK, M.D. 


Preliminary studies indicate that self-hypnotic dreams in any one individ. 
ual are similar in form and content to his nocturnal dreams or hetero. 
hypnotically induced dreams. In such dreams there are to be found varyi 
degrees of complexity. Symbolism employed may be both classic and individ 
ually characteristic of the dreamer. Self-hypnotic dreams may be used in 
hypnotherapy and hypnoanalysis to introduce psychological problems for 
investigation, to help seek solutions to problems and, in general, to extend 
and intensify the treatment process with active participation on the part of 
the patient. This is a method, therefore, to be added to the many hypnotic 
techniques already available. It may be possible in some cases to decrease 
total treatment time. The patients involved in this approach will have been 
taught by the hypnoanalyst to enter the hypnotic state through self-induction 
so that hypnosis may be utilized therapeutically when the therapist is not 
present physically. More detailed discussion of some of these issues may be 
found in two preceding papers, and more involved information about the 
therapeutic use of dreams in hypnosis is included in a recent book by the 
writer. At this time the dreams of a patient in hypnoanalysis will be pre- 
sented in order to illustrate pertinent issues and to supplement the afore- 
mentioned reports. 


Dreams, Associations, and Comments 


First, without much detail and comment, examples of two brief, simple 
nocturnal dreams will be given to illustrate this patient’s productions. 
“Recipe for fish. Supposed to cook it, spread sauce on pavement, then put fish 


on pavement to bake. Didn’t like the idea. Didn’t seem clean.” A little longer: 


nocturnal dream is the following: “I helped A—— (her husband) put ona 
child’s dress. He kept staring ahead of him in a kind of trance. Dr. S. said 
that he was pretty bad. I said that he really wasn’t, thinking I could lengthen 
the dress to fit him better, but A—— insisted that he was.” To the latter 
dream, the patient associated, “A—— acting like a child. My actions contrib- 
uted. His actions corroborate the fact that he is disturbed. I thought that I 
could help him, but he won’t permit it.” 

This is one of her brief and simple self-hypnotic dreams: “Went into 
some kind of store to buy a blouse. Saw three lace cotton blouses. Wanted 
the one in front. The salesgirl said she didn’t have that one.” Her associ 
ation: “I want things that I can’t have.” The next self-hypnotic dream is 
exceedingly brief, yet her associations reveal its importance from the point 
of view of transference implications. “A cracked glass rolling on the floor, 
I think. Someone suffering. Dr. S. I think.” Her associations were: “Cracked 
—me. Suffering — Dr. S. suffering because of it. In the dream your face 
looked sad. Suffering mentally. You would be unhappy if I weren’t straight- 
ened out. Possibly my not working hard at these things (problems) was to 
make you unhappy.” 

The patient remarked about her tendency to forget easily her brief noc- 
turnal dreams. Likewise she would have to “hang on” to the briefer self- 
hypnotic dreams. 

One of her sleep dreams is the following: “Dreamt B—— (her son) walking 
around in shirt. Pants off. I said to C—— (her sister), ‘He still has to go t0 
the bathroom.’ He had gone a number of times already.” The patient's asso 


28 





S. 
sh 
er 


id 


me FR 


ng 
to 





ciations were: “I had dozed off on a couch and B—— was sick at the time. I 
felt I shouldn’t have slept because he might get off the couch and walk 
around. B—— was undressed and walking around. My brother-in-law picked 
him up and he kept rubbing B——’s buttocks and talking about how smooth 
it was. I took B—— away because it seemed almost sexual. He was exciting 
himself and the child. The next day my sister was there and I guess C—— (the 
brother-in-law) picked B—— up too while I was changing him and he started 
to caress him again and my sister told me to take B—— away because C—— was 
getting passionate.” 

This is a self-hypnotic dream. “I seemed to be talking to someone about 
speakers on platform. I was saying that if in an entire congregation only 
two people were affected by the speaker, who applied superabundant effort 
in speaking, then it was worth it, despite the fact that it seemed discourag- 
ing. Kept repeating superabundant effort.” In dealing with self-hypnotic 
dreams the patient treats them as she would her spontaneous nocturnal 
dreams insofar as associating and interpreting are concerned. Her associ- 
ations were, “I thought it had to do with my analysis and that I had to work 
very, very hard. That I was discouraged sometimes, but that I must continue 
to work at this thing. By two people I thought A—— and myself. In a num- 
ber of dreams that I’ve been having, I’ve thought that I was most disturbed 
about my relationship with A——. But I kept putting it off, which I’m still 
doing. Congregation made me think of ‘temple.’ When I did think of speaker 
I thought of God but didn’t associate this with anything. It just seemed to 
me it might be me trying to reach out to everybody when it’s only two people 
that I should be concerned about. (Then you’re the speaker too?) Yes. If that 
makes me a speaker too — If God is the speaker and I’m the speaker (patient 
laughs) does that mean I like to play God or be God — that I like to believe 
I have superhuman powers? (Does it?) I guess I would like to believe I’m 
not like other people — I'd live forever — and that kind of thing.” 

Some self-hypnotic dreams may have the qualities of nightmares. “A—— 
(was a) conductor. Wouldn’t let me on train. Train was moving. Had terrible 
struggle with him. Went back a few trains (cars) and climbed on. Started 
through trains. A—— standing with back towards me in vestibule. Wanted 
to push him but didn’t. Ran to the security of the next train. Felt greatly 
relieved.” 

The patient used hypnosis to work on some suicidal thoughts. She had 
this self-hypnotic dream: “A man being tortured in order to admit some- 
thing that isn’t true. He admits it and is going to be killed anyway for this 
supposed treason. He knew this but didn’t want to suffer the torture.” 
Under self-hypnosis she worked on the interpretation. ““The man is myself 
and the torturer is myself. I would rather lie to myself and not live than 
stand the torture and have a chance. This explains my wishing myself dead. 
My death wishes are an extreme wish to run away from myself, and for 
achieving forgetfulness.” 

The next self-hypnotic dream illustrates her method of dealing with and try- 
ing to understand one of a variety of issues in her interpersonal relations. “I was 
ina room with my mother-in-law and someone else. Someone mentioned D—— 
E——’s name and there was a strange silence. I turned to my mother-in-law 
and said, ‘What happened to D—— E——? Did she die?’ Tears came to her 
eyes and I felt dizzy and collapsing. I couldn’t seem to take this information. 
Ihad a feeling that I’d recently heard of someone’s death but had taken it 
well enough, and in this instance I was falling apart.” Her comments were, 
“This seemed to be a dream more of feelings than occurrences. In associ- 
ation I thought of myself as D—— and the feeling I’ve had that I would die 
young. This would make me different from other people plus eliciting tears 
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from my mother-in-law. Which in turn made me think of her and my sister- 
in-law who, it seems to me, my mother-in-law really cares for. She tells me 
all about my sister-in-law and her doings and illnesses in tones of sympathy 
and approval. I guess I’m jealous because I don’t think she really approves 
of me.” 

This self-hypnotic dream reflects problems in interpersonal relations. Of 
interest also is the use of representation by the opposite in addition to other 
dream mechanisms. As in nocturnal dreams an event during the preceding 
hours or day may serve as a stimulus for the dream. In this case the patient 
had noticed a football game on television. “Two people at a time. Partners. 
Supposed to play football. When I saw my partner I was surprised. This 
person was tremendous and I was small. I was afraid I’d be hurt so I kissed 
this person on both cheeks, grimacing while I was doing it but smiling when 
I drew away. I was thinking that even someone so young used such artifice.” 
Her associations were: “I wanted to please my mother because I was afraid 
of being hurt by being rejected, so I kissed her and held my hands on her 
bosom even though I didn’t want to. I pretended that I really wanted to do 
it. That’s when I learned to pretend so that I wouldn’t be rejected. I don’t 
want to be rejected by the kids (her children) so I’m pretending and not 
acting like I feel. Possibly my surprise is the reverse — that someone so old 
like myself (the patient was in her thirties) had to use such artifice.” 

This is another self-hypnotic dream: “F—— came to a room with a bag 
of grapes. She pulled a handful out for me which was placed in an individual 
holder, like a flower holder. It seemed very clever to me and I commented 
on it to another woman who was in the room with me. The other woman 
said, however, that F—— had picked them up that way, that she hadn’t bought 
them nor had them in her house. And I thought, “Well, that’s more like it.’” 
In associating to this under self-hypnosis, the patient was critical of herself. 
She felt she was F——. The grapes were ideas she had borrowed from Dr. S. 
and she was passing them off as her own. She was considered clever for having 
these ideas and her cleverness on this score had been mentioned to another 
woman. Her self-criticism and contempt is apparent in the last part of the 
dream. 

The patient felt troubled and in exploring this she had a simple, wish- 
fulfillment type of self-hypnotic dream. “A man said, ‘Put your clothes on 
and get dressed and I'll drive you home.’ ” Under self-hypnosis she concluded, 
“Dr. S. telling me to cover up, that is, stop thinking by myself; he will help 
me.” She commented, “That is what I would like. I’m dizzy ...and scared 
and I'd like someone else to do my work for me.” 

The patient supplied a self-hypnotic dream which shows evidence of fre- 
quently encountered symbolism and object distortion. “Something about a red 
rug. A robber in the house. He wouldn’t let me open the door. Someone 
knocked on the door and finally pushed at it and knocked it down. There were 
a group of little boys in sailor suits behind it, holding it back, and the door 


fell on them. I woke up frightened. The door was very long, almost up to the 
ceiling.” 


Summary 


Current studies indicate the similarity of a person’s self-hypnotic dreams 
and nocturnal dreams, both of which may be brief or extensive, simple or 
complex, employing symbolism that is classic or which may be essentially 
individual. These dreams may be used in hypnotherapy and hypnoanalysis 
to introduce problems for investigation, focus on central issues, explore 
symptoms or interpersonal relations, and to function in many ways similar 
to hetero-hypnotically induced dreams. Through self-hypnotic dreams treat- 
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ment may be extended in scope, and intensified. Activity of the patient as a 

participant is stimulated. There may be the possibility of decreasing total 
treatment time in this way. Self-hypnotic dreams possess intrinsic interest 
as mirrors of personality functioning. 
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Toward a Theoretical Understanding of the Nature of 
Resistance to the Induction of Hypnosis and Depth Hypnosis* 


MILTON V. KLINE 
Long Island University 


Although it has been made increasingly clear that light states of hypnosis 
are both effective and at times most desirable in certain clinical and thera- 
peutic applications, the need to understand more about depth hypnosis and 
its restricted frequencies in random populations becomes important both 
in understanding the very nature of hypnosis and in opening up the possi- 
bility of increased use of the deeper levels of hypnosis which are undeniabl 
more potent in many therapeutic and experimental respects (5, 6, 7, 8, 11, 
12, 15, 16). 

Though the statistics vary from investigator to investigator it is generally 
agreed that not more than 25% of a random subject population can be 
brought into a depth or somnambulistic level of hypnosis with current in- 
duction techniques. Minor variations in this statistical measure become 
unimportant when we compare the very obviously limited somnambulistic 
response to the percentage of light to medium trance states in similar subject 
populations. The ratio of induction level response is overwhelmingly in 
favor of the non-somnambulistic levels (2, 4, 22). 

The real question before us is why do some subjects obtain a somnam- 
bulistic level as easily or more easily than other subjects obtain a light or 
medium trance state. And why is it impossible in many instances to produce 
a somnambulistic state despite the use of varied induction techniques, ex- 
tended time, and the use of several skilled hypnotists. 

No one standard induction technique when competently used gives evidence 
of obtaining a higher incidence of somnambulistic response than any other 
induction method. There would seem to be some apparent relationshi 
between hypnotic skill, experience with hypnosis, and the incidence of dep 
hypnosis. However, in the absence of controlled experiments in this 
direct observations would seriously question how significant this relation- 
ship really is. 

I have observed some of my own students with only the barest essentials of 
induction technique obtain in a random example of subjects about the same 
ratio of somnambules as did very experienced professional hypnotists. I have 
seen naive hypnotic subjects utilize post-hypnotic reactions in inducing hyp- 
nosis including somnambulistic states in random subjects. I have found that 
they had more difficulty and less success with the lighter states than they did 
with the depth states. 

We can assume some variations depending on induction skill and the gen. 
eral handling of interpersonal relationships but there is no evidence to date 
to substantiate the idea that these variables are responsible for either pro- 
ducing depth hypnotic states in greater numbers generally or of developing 
significant numbers of non-somnambules into somnambules. 

Rather as we observe our own clinical experience with hypnosis I think 
we will find that when a subject is going to be capable of a depth state with 
spontaneous induction techniques, the obtaining of the state is not difficult 
regardless of the level of hypnotist skill. In this fact lies much of the real 


*A paper presented at a meeting of the American Society of Hypnodontics, January 19th, 
1953 at the New York Academy of Sciences. 
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danger of the misuse of hypnosis — professionally and non-professionally. 

J do not wish to infer that because I feel there is no significant difference 
in the incidence of depth hypnosis with respect to induction technique or 
operator skill that this extends to the handling and management of hypnotic 
behavior and phenomena. It would seem that if there is a simple aspect of 
hypnosis it is only with respect to certain phases of induction. 


While I fail to find that spontaneous induction techniques and by this 
term I refer to the use of essentially psychophysiological mechanisms to 
induce a trance state, are significantly more effective in the hands of the more 
skilled hypnotist, such is not the case in non-spontaneous induction situa- 
tions. It would seem that when induction techniques are extended from the 
psychomechanical or spontaneous into the psychodynamic or psychothera- 

utic sphere there will be an increase in the total incidence of somnambules 
and it will be more possible to move non-somnambules to somnambulistic 
levels (1). 

But this I feel must be considered outside the framework of spontaneous 
induction technique. The psychodynamic approach will of necessity involve 
more time and skill and will involve more complex personality reactions 
for the subject. Somnambulistic states so achieved are achieved through the 
successful management of transference reactions and associated behavioral 

henomena. Thus this level of hypnotic induction involves an interpersonal 
interaction analagous to therapeutic work. Such depth states while unus- 
ually productive in certain treatment situations will be undesirable in treat- 
ment or experimental situations where transference phenomena are not to 
be dealt with. 

Theoretically we may assume that in addition to levels of hypnoses, there 
exist types of hypnoses. This multi-dimensional concept of hypnosis takes on 
particular meaning when we observe that there are significant variations 
from the usual scales of depth in indicating the production of specific phe- 
nomena. For example, there is considerable evidence that valid hypnotic 
age regression can be obtained in subjects who do not have a post-hypnotic 
amnesia. Likewise, many subjects with spontaneous and complete post- 
hypnotic amnesia will not regress validly (6). 

It is possible that the spontaneously achieved somnambulistic state is 
psychologically and even neuropsychologically different than the psycho- 
dynamically achieved state. The differential recognition of these states may 
be of value both in understanding the nature of the subject’s hypnotic be- 
havior and in the effective and judicial use of scientific hypnosis. 

In order to focus more objectively on the major topic of this paper, i.e., 
hypnotic resistance, I should like to summarize some of the assumptions out- 
lined above: 


1. The incidence of depth states of hypnosis is significantly below that of 
non-depth states. 


2. Generally speaking, spontaneous somnambulistic states are as easily pro- 
duced as lighter states. 

3. There is no evidence that any specific induction technique or skill is 
capable of obtaining significantly higher percentages of spontaneous som- 
nambulistic states. 

4. Two levels of hypnotic induction appear to exist: (a) the spontaneous 
or psychomechanical and (b) the psychodynamic or transference level. 

5. Psychodynamically achieved states of somnambulism may be neuro- 
psychologically different than the psychomechanically achieved depth states. 

6. Psychodynamically achieved depth states require much greater skill in 
recognizing and handling interpersonal relationships and may possess certain 
disadvantages in clinical and experimental situations where the hypnotic 
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procedure is not to be directly concerned with the meaning and unconscious 
associations of hypnosis. 

When we examine the two types of somnambulistic trance states differ- 
entiated above we will still find that there exists a majority of subjects or 
patients who do not obtain depth hypnosis on either basis. To date there has 
not been found any significant correlation between hypnosis, hypnotic depth 
and any human trait or characteristic known to follow a probability dis- 
tribution which would set definitive limitations on the ratio of somnambu- 
listic to non-somnambulistic subjects. There has been demonstrated some 
correlation between certain personality characteristics and hypnosis (4, 22), 
Rosenzweig and Sarason (13, 14) have reported a significant relationship 
between hypnosis and impunitiveness and aspects of repression as a mech- 
anism of defense. Apart from this and related findings, there is no evidence 
that hypnotizability for any level is limited or controlled by any function 
or capacity known to be irreversable in humans. Hypnosis on all levels of 
depth has been reported for individuals of varying levels of intelligence, 
from the gifted to the dull. It has been reported in psychotics, in organic 
brain diseased patients and in all the varieties of neurotic and non-neurotic 
personalities (2, 10, 22). 

Studies of subjects reactions to the induction of hypnosis have lead to 
some clarification of the meaning of hypnosis to the subject and consequently 
of some theoretical basis for considering the nature of hypnosis. Schneck 
(17, 18, 19, 20) in a series of papers has reported on reactions and responses 
to hypnosis ranging from the somatic to the ideational with meaningful 
equations being made with death, homosexuality and other aspects of the 
transference situation. Kline (9) has reported that some reactions to the in- 
duction phase seem to be related to induction procedure and the elicitation 
of associative and conditioned responses with secondary affective patterns 
of behavior following ideational activity through feed-back stimulation. 
These contemporary studies reveal that hypnosis can take on a variety of 
meanings, associations and implications for the subject depending upon his 
own personality organization and the conditions under which hypnosis is 
undertaken. The conditions would include such factors as postural set, the 
personality of the hypnotist and the choice of induction technique. 

From work in this area, the following theoretical deductions can tenta- 
tively be made: 


1. Resistance to hypnosis appears to be a fundamental characteristic of 
hypnosis. 

2. The nature and pattern of such resistance is highly variable and may be 
expressed consciously or unconsciously, ideationally or affectively, psycho- 


logically or somatically, actively or passively and in combinations of the above 
characteristics. 


3. Hypnosis is often perceived as a threat to the individual’s equilibrium 
or homeostatic adjustment and the reactions or resistance to this threat de- 
pend upon both the severity of the threat and the strength and nature of 
the subject’s defenses. 

4. The pattern and structure of resistance to hypnosis may be initially 
determined by the first stimulus the subject perceives as a threat: 

(a) The stimulus could be the psychophysiological correlates of hypnosis 
per se, the vaso-motor and related phenomena and their influence 
on ego function. Even very light hypnotic states have been demon- 
strated to produce alterations in ego functioning (5, 21). 

(b) The stimulus could be the threat of, or the activation of, a transfer- 
ence relationship which is quickly crystallized and synthesized in 


34 








oes Org PB wo Oo 


ee a Le a an lk le le oe eee ae ee 











the patient’s receptor perceptuality, because of alterations in recep- 
tor function which can accompany the induction of hypnosis. 

(c) The stimulus could be a conditioned response, either to the transfer- 
ence or to elements of the hypnotic procedure related to it. 

(d) The stimulus could be an associated response, either to the transfer- 
ence situation or to elements of the hypnotic procedure related to it. 

(e) The stimulus could be a configuration of all the aforementioned com- 
ponents, stemming directly from association to the words of the hyp- 
notist. Such a Gestalt-like response to hypnosis might involve 
transference threat, increased transference-impulse drives, neuro- 
psychological changes in ego function resulting from hypnosis per 
se and conditioned response patterns and associated imagery activity. 


(f) Secondary and higher order stimuli may become incorporated into 
hypnotic resistance or reaction patterns through a feeding back of 
stimulation through either physiological activity or associated cor- 
tical activity. 

Before attempting to conceptualize this process, some case illustrations 
of resistance and reaction to hypnosis will be presented. The following data 
was obtained from patients who were observed to be either resistant to the 
induction of hypnosis or to the deepening of the trance state. In all cases, 
the patient was able to deal with psychodynamic material productively and 
could utilize hypnotic techniques to do so. In all instances, non-somnambu- 


listic trance states were employed. The actual levels ranged from very light 
to medium states. 


Case Material 


Case I. *(9) a 24-year-old, married woman was being seen for psychotherapy 
because of poor marital and vocational adjustment. Following diagnostic 
psychological testing and three clinical interviews, hypnosis was suggested as 
a technique within the therapeutic setting. The patient voiced no objection, 
and an induction was accomplished in a brief time. The first hypnotic session 
produced a medium trance state, characterized by eye closure, arm and leg 
catalepsy, and inability to open the eyes. No amnesia was present post- 
hypnotically, and none was suggested. The patient expressed satisfaction 
with the procedure, and arrangements were made to continue with hypnosis 
at the next session. 

Whereas the first hypnotic session had produced no resistance of note, the 
second session was characterized by intense resistance. The patient was able 
to enter a light trance state; but, when suggestions for deepening it were 
given, she stiffened perceptibly and began to bite her lips. She did not come 
out of the hypnosis but appeared markedly uncom‘ortable. Her hands, which 
had been at her sides until then; were placed over her vagina and held in 
a rigid position. She bent over into a doubled-up position and turned from 
a position in which she had been lying on her back to one in which she was 
on her side, facing a wall away from the therapist. When further suggestions 
for increased trance-depths were given, her eyes opened and she sat up. She 
was clearly out of the hypnotic state and seemed rather confused. She said 
that the hypnotic experience was an unpleasant one this time, and she 
thought that perhaps she would prefer not to use it. Arrangements were 
made to have a regular interview at the next therapeutic session. 

The next session found the patient rather apologetic for her behavior 
during the hypnotic attempt, though quite resolute against further work 


a 
*From previously published case material. 
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with hypnosis. When she was asked why she had become uncomfortable on 
the previous occasion, no explanation of any significance was obtained. 

Psychotherapeutic contacts continued on a nondirective basis for six weeks, 
during which a positive transference developed. At this time, the patient 
spontaneously brought up her reactions to the second induction of hypnosis 
and remarked, “You know, there was something about that second session 
with hypnosis that I have wanted to tell you but I haven't been able to say 
it until now. When you told me I was going deeper and deeper into a hy 
notic sleep, I had a picture in my mind of myself and —— (a girl friend with 
whom the patient had maintained a homosexual relationship) lying on a 
bed. I was fondling her breasts and she was going deeper and deeper into my 
vagina. I was very disturbed by this picture.” When asked what she thought 
had stimulated the picture in her mind, she replied, ““The word deep — it 
immediately reminded me of intercourse.” 


Case 2. *(9) A 22-year-old married woman was referred for psychotherapy 
because of sexual frigidity. She verbalized no other personality difficulty, 
though diagnostic psychological testing revealed a markedly obsessive and 
compulsive individual with hysterical tendencies. At first she was seen on 
a nondirective basis. As the transference became more positive, a more direc- 
tive agin ye was employed. Hypnosis was suggested as an explorative pro- 
cedure, and the patient readily agreed to its use. An eye-fixation technique 
was used, and at the point where eye closure was suggested it became appar- 
ent that the patient was resisting the approaching hypnosis. She clenched 
her hands together and began to “wring” them in a “washing” motion. Her 
facial expression changed from one of passivity and ease to one of rigid dis- 
comfort which included the gritting of her teeth. Body posture became stiff, 
rather than relaxed, as it had been a moment before, and heavy breathing 
was noted. 

Eye closure was obtained, despite the resistance, and although the resistance 
persisted in a manner similar to that just described, a light state was used over 
a period of several weeks for hypnodiagnostic work in connection with psy- 
chotherapy. No attempt was made to investigate the nature of the resistance 
until about eight weeks after the first spontaneous reaction to the induction 
procedure. 

By this time, the patient was capable of entering a light trance state more 
easily and had been trained in automatic writing. At this point in therapy 
the patient was asked to write out her feelings about the first hypnotic session. 
She wrote, among other things: ““When you said my eyelids were going down, 
down, down — I saw myself in bed and I thought of having intercourse. The 
penis was going down, down, and down but it was no good — I couldn’t do 
anything. I had failed again. I thought I was going to fail in the hypnosis 
too. This made me feel very angry and upset.” 

When asked what it was specifically that brought about this experience, 
the patient remarked, ‘““The word down immediately reminded me of move- 
ment in intercourse — I don’t know why but it did.” When presented with 
this information in the waking state, the patient evidenced surprise at it. 
She indicated that she had not been aware of that particular experience in 
connection with the hypnotic procedure. 

Case 3. A thirty-year-old male patient who became very anxious during 
the induction procedure and was observed to ena te place his hands 
over his penis throughout the entire duration of the hypnosis. Despite effec- 
tive therapeutic activity over a period of two years he was not able to achieve 
more than a light hypnotic state. Using a scene visualization technique, the 


*From previously published case material. 
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patient was told that he would see a scene explaining his unconscious resist- 
ance to hypnosis. The patient had been trained in the use of hypnotic imagery 
for therapeutic work. He reported the following scene: 

“I am lying in bed — it seems to be morning — my sister-in-law comes in 
and lies down along side of me. | put my arm around her—I go further—then 
I kiss her. She inserts her tongue in my mouth. I feel aroused — almost to the 

int of emission. I check this. That’s all.” 

Further exploration of this material revealed the association to the fact 
that the patient knew the sister-in-law to often have intercourse with her 
husband in the morning. He thought it would be nice to have intercourse 
with her immediately after she had finished intercourse with her husband. 
This was further amplified by the patient into an understanding of under- 
lying homosexual urges and conflicts which he was able to work with. 


Case 4. A 30-year-old male patient who had used a light hypnosis produc- 
tively in hypnoanalysis gave the following scene visualization in response to 
a suggestion that he would be able to see the unconscious associations he had 
to the state of hypnosis: 

“It’s a scene of an arm — the arm of the statue of liberty. The arm is red 
hot — glowing red — one finger is sticking out — it breaks off and falls into the 
water — a bunch of sizzling noises going on — it’s sinking.” 

Hypnotic associations to the scene produced the following thought. “When 
the arm moved toward the water it was flexible — when it hit the water it 
became solid — reminds me of the penis.” 

This patient had initially achieved hypnosis through a hand levitation 
technique. He was able to further explore and understand his own reaction 
to hypnosis as being very much related to castration anxiety and its psycho- 
dynamic correlates. 

Case 5. A 24-year-old female patient responded rapidly to a visual fixation 
induction technique and was able to achieve lid catalepsy and a glove anes- 
thesia within ten minutes. Following this, a counting procedure was used 
for deepening the hypnosis. During the first stages of the count there ap- 
peared clinically to be a general relaxing of the musculature and a loss of 
tension tonus. Then as the count reached seven the patient became tense 
again, seemed uneasy and became more erect posturally. At the count of nine 
the patient suddenly shouted, “Stop, stop, you’ll drown me, please stop, you 
must, you must.” 

The count was terminated at this point (nine), the patient remaining in a 
state of hypnosis. When asked why she had reacted as she did she said, “As 
you began to count I felt that I was dropping —it was not unpleasant — 
then I felt that I was walking down a flight of stairs. Suddenly I became aware 
of the fact that there was water at the bottom of the stairs and when you 
reached nine the water was already up to my neck. I was terrified, if I went 
any further, I would have drowned.” 

Case 6. A 22-year-old female patient achieved eye closure and what ap- 
peared to be a medium trance state rather rapidly with a hand levitation 
induction technique. Almost immediately after eye closure she said, “Some- 
thing is wrong, everything seems to be out of proportion. Even though I 
can’t see it, I feel as though the desk were huge and everything in the room 
has become so big. They can hurt me, I’m so much smaller.” At this point 
the patient spontaneously came out of the hypnosis. In the waking state 
there was evidenced some residual anxiety which rapidly disappeared. She 
still could recall the vividness of her sensations which were quite definitive 
to her: there was no change in her body size, it was the sudden feeling that all 


the inanimate objects in the room had become very large and in fact over- 
whelmingly large. 
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Case 7. Another subject during the induction phase, after her eyes had 
closed, expressed the feeling that she was rising in the air. She said that the 
chair was slowly rising straight up in the air. She did not seem concerned 
over this sensation at first and no attempt was made to correct the perce 
tion. Instead steps were taken only to deepen the hypnosis. Suddenly the 
subject cried out, “I’m going to be crushed, I’m being pushed against the 
ceiling, stop me, help me.” Here the subject spontaneously came out of the 
hypnosis with clinical evidence of strong anxiety. She was trembling, breath- 
ing heavily, her palms were very moist and she complained of nausea. 

in connection with the last two cases a paper by Horton (3) published in 
1912 is of considerable interest. This paper entitled “The Illusion of Levi- 
tation” describes several cases in which sensations and perceptions of levi- 
tation were found in association to hypnotic procedure. One case involves 
a psychologist who had served as a hypnotic subject experimentally. Follow- 
ing an induction he experienced what he called, ‘“‘a sort of waking dream.” 
The dream like reaction which we might call a scene visualization in what 
appears to be a spontaneous post-hypnotic state was as follows: “I would 
be lying on the bed and I would see a large heavy piano that we had, floating 
in air. This was when I was a kid, ten or eleven. I would imagine I saw 
the piano getting larger and larger and soaring in the air above me. And 
I would be afraid that it was going to fall and I would cry out and the family 
would not know what was the matter with me, for I could not seem to tell 
them. Presently the piano would stop getting larger and would seem to fall, 
and I would expect that there would be a great crash, but it never came. 
Then the thing would pass away.” 

Horton studied a variety of cases involving illusions of levitation and re- 
lated phenomena occurring in relation to hypnosis. He thought the explana- 
tion for these sensations and perceptions was to be found in connection with 
vaso-motor changes and vaso-motor activity in the subject. Later work has 
uncovered evidence of vaso-motor changes associated with the induction and 
termination of hypnosis and accompanying changes in bodily temperature. 
Other changes or activity noted in connection with the movement into and 
out of hypnosis have been increased perspiration, rapid respiration, nausea, 
dizziness and some evidence of electrometric changes in DC potentials.t The 
presence of any or all of these characteristics as well as additional signs of 
vaso-motor activity vary from subject to subject and possibly from level to 
level of trance state. It has been noted in clinical practice that rapid dehyp- 
notization may bring about intense vaso-motor changes whereas slow termi- 
nation may reflect no evidence of such changes or activity. The same phe- 
nomena has been observed in the production of altered states of perceptual 
functioning in stages of hypnosis deeper than somnambulism.? This may be 
related to changes in the ability to perceive the j. n. d. in stimulus-response 
organization in vaso-motor change and relates to the threshold ratio’s of the 
Weber-Fechner laws. 

Of particular interest is the fact that all these vaso-motor changes and 
allied reactions are also well known clinical signs of anxiety, which in both 
the neurotic and non-neurotic personality lead to varied and at times com- 
plex behavioral reactions depending on the psychodynamic organization of 
the self and the hierarchy of mechanisms of defense, which are in fact per- 
ceptual interactions designed to deal with stimulus-response patterns in both 
quantitative and qualitative manner. 

In the cases described above and in other instances in the literature it 1s 
evident that hypnosis is perceived as a threatening situation and the organ- 


*Ravitz, L. J. Electrometric correlates of the hypnotic state. Science, 1950, 112, 341. 
*Kline, M. V. and Guze, H. Unpublished research. 
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ization of reaction and resistance patterns is dependent upon the way and 
to the degree that this threat is perceived. it appears not to be a common 
threat but one which varies in relation to botn external conditions of in- 
duction and the neuropsychological mechanisms for the perception and 
condensation of the stimulus and its associated excitation agents. ‘he initial 
threat may be an awareness of shifts in equilibrium status of a psycho- 
physical nature which through both associated ideational activity and feed- 
back psychophysiological stimulation gives rise to ailective emouonal equa- 
tions and associations. From this point the handling of the complex response 
will be dependent both on the subject’s types ot defense mechanisms and 
the handling of the hypnotic situation by tne hypnotist. In some subjects 
this entire process may like the perception of sound waves be broken up into 
segments, transmitted through a dissociative procedure which neurally can 
handle the discrete parts of the stimulus with no ego-synthesis alteration, 
and then reorganize them within the dissociated state. Such a process like 
audition, is extremely rapid, below certain perceptual threshold levels and 
may be the basis for spontaneous depth hypnosis, with little or no reaction 
of stress either in induction, during somnambulism, or at termination. 

In other subjects, the stimulus cannot be broken up into segmental parts, 
cannot be transmitted through dissociation but must be perceived in larger 
wholes which create marked ego-synthesis alterations and lead to defensive 
and stress behavior. If the perceptual mechanism can then adequately adapt 
repressive mechanisms to seal off this experience, it will be possible to achieve 
a psychodynamic level of depth hypnosis or somnambulism. This may re- 
quire considerable working through, and in many cases may be impossible 
without major changes in the perceptual organization within the person- 
ality. In one process, the spontaneous one, the achievement of hypnosis is 
a smooth almost involuntary or automatic neuropsychological procedure. 
In the other, the process of hypnosis is one of dealing with stress and with 
neural difficulties in handling stimuli without creating strong anxiety and 
the defenses against anxiety. 

Thus in considering responses to hypnosis we can classify some responses 
as reactions essentially of spontaneous nature, which may reflect side reac- 
tions or associated reactions to the change from the waking to hypnotic state 
and the arousal of minimal levels of stress and anxiety. Simple psychomotor 
reactions, vaso-motor sensations of short duration, some motor restlessness 
and postural alterations may fall into this category. Usually they will occur 
with regard to the first hypnosis and not again. Where the arousal of anxiety 
moves from the simple reaction level to the more complex psychodynamic 
level, we encounter resistance behavior. This behavior can be characterized 
by all the aspects and signs of anxiety and the defenses that can be erected 
or improvised against anxiety. At this level it has been found that patients 
equate hypnosis with death, with homosexuality, with a loss in sexual in- 
hibitions generally, and with a generalized fear of loss of control. At this 
level, alterations in ego functioning appear often to reflect the incorporation 
of transference and aspects of transference activity. 

Theoretically we may think of a continuum of hypnotic response ranging 
from reaction to resistance and paralleling the amount of anxiety which 1s 
stirred up. Secondary and higher order stimulation as well as feedback pat- 
terns and restimulation can in certain subjects create in a manner similar to 
condensation in dreaming such intense emotional conflict as to precipitate 
a miniature neuroses or psychoses. Careful observation of induction reac- 
tion and resistance behavior in hypnosis can reveal the entire range of symp- 
tom formation to be found in psychopathology, usually on a miniature basis. 
The handling and implication of such responses will be dependent both 
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upon the stability of the patient’s defenses and the diagnostic acumen of 
the hypnotist. This will, of course, not be true for subjects utilizing spon- 
taneous or dissociative hypnosis. For these reasons, as pointed out by Guze,! 
the induction of hypnosis by itself can be a very potent diagnostic technique. 

Successful depth hypnosis can then be considered to exist in subjects who 
rely upon either dissociation or repression as means of handling stress and 
anxiety. The use of dissociation is to be found in both the neurotic and non- 
neurotic, so that capable subjects are found in both classifications. Likewise, 
repression used by both neurotic and non-neurotic groups may be utilized 
in obtaining a state of depth hypnosis. Jt is possible that neither the existence 
of major mechanisms of dissociation or repression in themselves will cor- 
relate very highly with somnambulism, but that the secondary manifesta- 
tions of these mechanisms may determine the effectiveness of depth achieve- 
ment. Thus if repression gives rise to secondary functions of compulsivity 
and obsessional activity, it as a mechanism may be less flexible and will pro- 
duce strong resistance whenever its function is threatened. If the use of dis. 
sociation gives rise to significant variations in somatic functioning, it too 
will give rise to defensive acting out resistance. 

Genuine depth achievement in hypnosis may then be the reflection of effi- 
cient neuroperceptual functioning of the primary mechanisms of either 
dissociation or repression. When either of these processes can smoothly break 
up perceived stimuli associated to hypnosis into segmental units which can 
be transmitted on a subliminal basis for reorganization on an unconscious 
level, eliminating any significant arousal of ideational or imagery activity 
at the preconscious, or in psychoanalytic terms, the cathectic level, then 
depth hypnosis will be obtained. On the one hand it is almost automatic, 
as are many functions of the sensori-motor system, on the other hand it may 
be initially resisted and obtained only after considerable neural reorganiza- 
tion and adaptation to a new situation by the organism. This demands essen- 
tially pong tg intervention. In many instances it will be impossible to 
break up t 
Here associatives and feedback phenomena will produce acting out resist- 
ance and prevent depth hypnosis altogether. 

Until we know more of the basic processes involved in perceptual trans- 
mission and summation we shall not be able to devise effective techniques 
for producing depth hypnosis in most subjects who are currently incapable 
of such achievement. Increased induction skill and even intensive perceptual 
reorganization (which unfortunately is found in all too few cases of psycho- 
therapy) will change the statistical procedure only slightly. Research into the 
functions and interacting processes described here may, when they become 
integrated with perceptual and learning theory, lead the way toward the 
development of psychological and possibly pharmacological techniques for 
obtaining the deeper states of hypnosis within which we may find approaches 


to basic changes in personality which today are all but lacking in most 
psychotherapies. 


*Guze, H. Hypnosis as wish fulfillment: A projective technique. Brit. J. med. Hypnotism, 
Spring, 1951, 2, 6-16. 


References 


1. Erickson, M. H. Deep hypnosis and its induction, in Experimental Hypnosis, L. M. 
Le Cron (ed.), New York, Macmillan, 1952. 
2. Forel, A. Hypnotism, New York, Allied Publications, 1949. 


3. Horton, L. H. The illusion of levitation, part two: clinical aspects, J. Abn. psychol., April 
1918 to March 1919, 13, 119-127. 


4. Hull, C. L. Hypnosis and suggestibility: an experimental approach, New York, Appleton 
Century, 1933. 


40 








e hypnotic stimuli and to circumvent the preconscious areas. 





10 


ll 





mM, 


ril 


on 








ad 


ll. 


12. 


13. 


18. 
19. 
20. 


— 


21. 


. Kline, M. V. The application of hypnosis to non-directive psychotherapy. J. Clin. 


Psychol., 1951, 3, 283-287. 


. Kline, M. V. Hypnotic retrogression: a neuropsychological theory of age regression and 


progression. J. Clin. exp. Hypnosis, 1953, 1, 21-28. 


. Kline, M. V. A visual imagery technique for the induction of hypnosis in certain refrac- 


tory subjects. J. Psychol., 1953, 35, 227-228. 


. Kline, M. V. and Schneck, J. M. An hypnotic experimental approach to the genesis of 


occupational interests and choice: I. theoretical orientation and hypnotic scene visu- 
alization. Brit, J. med. Hypnotism, Winter, 1950, 1-10. 

Kline, M. V. An outline of the nature of some sexual reactions to the induction of 
hypnosis. Psychiat. Quart. Supp., 1952, 26, part 2, 230-236. 


. Kline, M. V. et al. (ed.) Annual Review of Hypnosis Literature, Vol. 1 and I1, New York, 


Woodrow Press, 1953. 

Kline, M. V. and Schneck, J. M. Hypnosis in relation to the word association test. J. Gen. 
Psychol., 1951, 44, 129-137. 

Kline, M. V. and Schneck, J. M. A control study relating to h-t-p testing and hypnosis. 
Brit. J. med. Hypnotism, 1951, 3, 1-10. 

Rosenzweig, S. and Sarason, S. An experimental study of the triadic hypothesis: reaction 


to frustration, ego-defense and hypnotizability: 1. correlational approach. Character 
and Personality, 1942, 12, 1-19. 


. Sarason, S. and Rosenzweig, S. An experimental study of the triadic hypothesis: reaction 


to frustration, ego-defense and hypnotizability. Il. thermatic apperception approach. 
Character and Personality, 1942, 12, 150-165. 


. Schneck, J. M. and Kline, M. V. Hypnotic scene visualization and the word association 


test. J. Gen. Psychol., 1952, 46, 29-42. 


Schneck, J. M. and Kline, M. V. Clinical psychiatric status and psychological test altera- 
tions following hypnotherapy. Brit. J. med. Hypnotism, 1950, 3, 1-11. 


. Schneck, J. M. Psychosomatic reactions to the induction of hypnosis. Dis. Nerv. Sys., 


1950, 4, 1-4. 


Schneck, J. M. Some aspects of homosexuality in relation to hypnosis. Psychoanal. Rev., 
1950, 37, 351-357. 


Schneck, J. M. The unconscious relationship between hypnosis and death. Psychoanal. 
Rev., 1951, 38, 271-274. 


Schneck, J. M. The elucidation of spontaneous sensory and motor phenomena during 
hypnoanalysis. Psychoanal. Rev., 1952, 39, 79-89. 


Schneck, J. M. and Kline, M. V. the h-t-p and t-a-t in hypnodiagnostic studies. Brit. J. 
med. Hypnotism. (in press). 
Wolberg, L. R. Medical Hypnosis, Vol. I, New York, Grune and Stratton, 1948. 


4] 








Research Problems in the Educational and Social 
Psychological Applications of Hypnosis 


SAMUEL GLASNER 
Board of Jewish Education, Baltimore, Md. 


It is unfortunate from a scientific standpoint that hypnosis developed 
largely in relation to therapy, on the one hand, and charlatanism, on the other 
hand. Even the experimental exploration of hypnotic phenomena has been 
undertaken primarily within the framework of abnormal psychology and 
as an unorthodox venture into mysterious and somewhat unsavory psycho- 
logical by-paths. As a result, we still today lack any basic psychological under- 
standing of the nature of hypnosis or any comprehensive interpretation of 
its manifestations. 

Thus, completely overshadowed in the clinical approach to hypnosis is 
the fundamental fact that hypnosis is essentially a social phenomenon, rep- 
resenting a relationship between two people, the hypnotist and the subject. 
Further consideration of the nature of the relationship would make it appear 
rather closely analagous to that between teacher and pupil, whether that 
be conceived of as authoritative (as in traditional pedagogy and the more 
familiar hypnotic techniques) or as eductive, permissive, and non-directive 
(as in progressive pedagogy and the most recent hypnotic practice). 

It would appear, therefore, that a more fruitful approach to the study of 
hypnosis might be made from the standpoints of pedagogy and of social 
psychology. And conversely, hypnosis as an experimental technique might 
well be applied to the elucidation of social psychological and pedagogical 
problems. 


In the light of these considerations, it is somewhat surprising to discover ° 


that very little work has been done to date in applying hypnosis in the field 
of pedagogy. And it would seem that in the field of social psychology hyp- 
nosis has been used not at all, with the exception of two uncontrolled experi- 
ments with single subjects, perfurmed by Remmers (17), and two large-scale, 
controlled experiments which the present writer recently conducted (4). The 
major portion of this article will therefore be devoted to suggestions for ex- 
periments using hypnosis in the fields of pedagogy and social psychology. 


Experiments with Hypnosis in Learning and Recall 


The outstanding work in the direction of bringing hypnosis out of the 
fields of clinical and abnormal psychology was done during the early thirties, 
at Yale, by C. L. Hull and his associates (7). In his book, Hypnosis and Sug- 
gestibility, Hull summarizes the process of thinking and the experimental 
evidence which impelled him to reject Janet’s “Dissociation Hypothesis” 
and other, similar “abnormal” approaches. On the other hand, Hull points 
to a number of experiments which demonstrate “a remarkable and detailed 
conformity of the phenomena of hypnosis to the known experimental char- 
acteristics of ordinary habituation.” These he summarizes, as follows: 

Practice in the act facilitates its performance; the rate of gain is more rapid early in the 
practice than later; a period of disuse is followed by a partial loss of the facilitation result- 
ing from practice; the amount of loss from disuse is greater where the practice intervals are 
closely spaced; a resumption of practice produces a recovery of the lost facility; the curve of 


recovery is one of negative acceleration; and the general rate of recovery of facility is faster 
than was its original acquisition at the point in question. 
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It may therefore well be that the further application of learning theory 
to the experimental investigation of hypnosis might yield significant insight 
into the nature of hypnosis and a deeper understanding of the various hyp- 
notic phenomena. As a matter of fact, it would appear that much of the 
work now being done on the European continent in the field of hypnosis 
(24) is following the theoretical formulations of Pavlov (15), which he devel- 
oped out of his work with conditioned responses. And in this country, Salter 
(19) has devoted a monograph to the development of the idea that hypnosis 
is only a special form of conditioning. Unfortunately, however, although 
Salter claims to have been inspired by Hull, his own work lacks the care- 
ful, experimental design which characterizes Hull’s work. And in a later 
publication Salter (20) uses some of Pavlov’s ideas for some extremely dubious 
clinical applications. The need therefore remains great for appropriate ex- 
perimentation in this area. 

As regards the converse application of hypnosis to learning, Hull (7) 
summarizes the experimental evidence which he reports on as showing 
“rather definitely that recently acquired memory material is recovered no 
better in hypnosis than in the waking state .. .’” He adds, however, that: 

There is some striking experimental evidence which, while not absolutely convincing, 


tends strongly to confirm the clinical observations that hypnosis facilitates the recall of 
childhood and perhaps other remote memories. 


Thus, Young (27, 28) found that hypnosis in no way improved the ability 
of two subjects to recall objects in an adjoining room, which they had ob- 
served casually. And a more intensive experiment in the learning of paired 
associates (adjectives and nouns) by fifteen hypnotic subjects and four control 
subjects likewise showed no significant difference. 

Mitchell (13) studied the relearning of number series by two subjects after 
an interval of seven minutes, under conditions of normal forgetting and of 
retroactive inhibition. Learning was performed in the normal, waking state, 
and the relearning was done in the waking and in the hypnotic states. She 
found no significant differences between relearning under hypnosis. and 
relearning without hypnosis. 

A much more elat ate, carefully controlled investigation of the effect of 
hypnosis on learnir , was performed by Huse (8) in connection with the 
learning of paired associates (symbols and nonsense syllables). Eight sub- 
jects each learned sixteen sets of the memory material and, after twenty-four 
hours, attempted recall of eight sets in the normal state and eight under 
hypnosis. However, this experiment yielded no significant differences be- 
tween the two types of recall. 

It will be noted, however, that these experiments all deal with meaning- 
less material. A number of experiments tend to show that hypnosis does 
enhance recall of meaningful material to a significant degree. Thus, Young 
(27, 28) did find that remote meaningful material, like the events of child- 
hood, were recalled more readily under hypnosis than in the normal state. 
Prince (16) established improved hypnotic recall of old letters. Similarly, 
Stalnaker and Riddle (22), testing the ability of twelve subjects to recall 
verse or prose which had been learned at least a year previously, reported 
that recall under hypnosis was definitely superior to that in the normal state, 
in quantity, though not in quality. As a matter of fact, Hull (7) suggests 
that the difference in standard of certainty or accuracy and the tendency 
toward fabrication in the hypnotic state may account for the great quan- 
titative difference in recall. Furthermore, these experimenters, unlike those 
previously mentioned, gave definite suggestions of improved recall to the hyp- 
notized subjects. It may therefore be argued that the improved recall may 
represent a function of the hypnotic suggestion, rather than of the hypnotic 
state per se, although Weitzenhoffer (25) feels that the evidence tends to 
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support this latter view. It would appear that this hypothesis would warrant 
further experimental testing. 

In the meantime, we may note that White, Fox and Harris (26), compar- 
ing normal and hypnotic recall of nonsense material, poems, and movie 
scenes, without suggesting improved recall, nevertheless found that “h 
notic hypermnesia . . . prevails for meaningful material regardless of the time 
which has elapsed since learning; but it does not prevail for nonsense.” 
Likewise, Rosenthal (18) found no hypermnesia for nonsense syllables, but 
definitely improved recall of meaningtul material. Furthermore, Rosenthal 
found that items learned under anxiety-producing conditions are normally 
less well recalled than those learned without anxiety. But this difference is 
eliminated under hypnosis. 

The above experiments all relate to hypnotic recall of material learned in 
the normal, non-hypnotic state. A number of other experiments, however, have 
dealt with learning in hypnosis itself and post-hypnotic recall. For instance, 
Strickler (23), using the same memory materials as Huse, investigated post- 
hypnotic amnesia in four subjects by measurements of reinstatement-recall 
and relearning in the normal state after fifteen minutes and after twenty- 
four hours. Strickler found post-hypnotic amnesia to a considerable degree, 
though far from absolute. In a parallel experiment, using much the same 
experimental design, with six subjects learning a stylus maze, Coors (1) ob- 
tained very similar results to those of Strickler. 

From a pedagogical standpoint, therefore, one might conclude that learn- 
ing under hypnosis is extremely wasteful. But closer consideration reveals 
that, as Hull (7) points out, the subjects in these experiments had been 
given suggestions of post-hypnotic amnesia in their preliminary training, 
even though not in the learning experiments themselves. The results of the 
experiments, therefore, merely demonstrate the relative effectiveness of this 
suggestion. And it en well be that the opposite suggestion, of improved 
recall, would be equally effective. This should be tested by further experi- 
mentation. 

At any rate, in experiments where the suggestion of post-hypnotic amnesia 
would not appear to be directly applicable, the phenomenon does not ap- 
pear. Thus, Patten (14) studied practice effects in cumulative addition with 
seven control subjects and seven hypnotic subjects, who performed for a 
series of days in the hypnotic state between two series of days in the normal 
state. The practice curves remained unbroken by the hypnotic interval, 
demonstrating no post-hypnotic amnesia. Similarly, Life (12) conducted a 
parallel experiment, using the Huse apparatus and materials, with results 
very much like Patten’s. Likewise, Scott’s (21) experiment with a conditioned 
response (the primary response being to an electric shock and the condi- 
tioned response, to a buzzer) showed no evidence of post-hypnotic amnesia 
after conditioning under re eve except as may be attributed to experi- 
mental extinction. It would therefore seem likely that the unfavorable effects 
upon learning of post-hypnotic amnesia are by no means inevitable, and 
might be counteracted by suitable contrary suggestions. At least this possi- 
bility would seem to deserve experimental investigation. 


Actually, in one experiment with learning under hypnosis, Gray (5) found 
that it was entirely feasible to teach spelling under hypnosis, and that recall 
was slightly better with hypnotic learning than with normal learning, i 
cially where the individual subject required comparatively few trials for 
mastery. Gray concludes, however, that “the total difference ...in favor of 
hypnotic learning... is not sufficiently great to warrant a widespread use 
of hypnosis as a means of teaching spelling.” But it may be that further 
experiments, particularly with more highly organized materials, might yield 
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more promising results. The present writer, for instance, has explored with 

one subject the learning under hypnosis of a Hebrew-English word-list. A 

single oral presentation resulted in an amazingly high percentage of post- 

hypnotic recall. Of course, this sees was more or less accidentally entered 

upon, without adequate experimental design, with only the one subject, only 

the one trial, and no control. However, the character of the response sug- 
ted that a more careful investigation would be eminently worthwhile. 

More recently, Cooper and Erickson (2) have reported on some pilot ex- 

riments in the use of hypnotically distorted time for review-learning. Their 
em results were with a professional violinist who “was able to practice and 
review long pieces over and over in very brief world time periods, while in 
a self-induced trance, using her ‘special time’ for this purpose.” Certainly, 
further experiments along these lines would seem to be called for. 

At present, there is apparently no evidence available as regards the appli- 
cation of hypnosis to the classroom. Scattered references in the press and in 
popular fiction to “sleep teaching” seem to relate to this possibility. But 
the writer has been unable to locate any scientific reports in this area. On 
the other hand, there are certain obvious difficulties which stand in the way 
of such application, —e.g., the present state of public opinion regarding 
hypnosis, the high degree of individual variation in response to hypnosis, 
and the lack of skill on the part of many hypnotists. (Wells, for instance, 
has suggested that the predominantly negative results which one of the most 
prolific investigators in this field has consistently obtained may be due to 
poor techniques of hypnosis.) Likewise, the quality of the results may leave 
much to be desired, as has already been noted above in connection with the 
Stalnaker and Riddle experiment. 


Experiments with Hypnosis in Social Psychology 


In reviewing the above material some few years ago, however, it occurred 
to the writer (4) that attitudes and appreciations might well be susceptible 
to effective hypnotic influence, even where factual learnings might not. Two 
carefully controlled experiments involving sizeable numbers of subjects 
were accordingly designed to test the effect of single and repeated hypnotic 
and waking suggestion in the modification of racial and nationality prefer- 
ences, both positively and negatively. The results demonstrated that either 
waking or hypnotic suggestion could produce such modification of attitude 
in either direction, but that hypnotic suggestion was the more effective. 
Repeated suggestion produced no greater effect than a single suggestion, 
but the effect produced seemed to be relatively more permanent. 

A rather careful search of the listings in Psychological Abstracts, the vari- 
ous readers’ guides, a number of authoritative works on hypnosis, and a 
fairly comprehensive bibliography of studies in the field of attitudes failed 
to reveal any additional material on hypnosis in relation to attitudes ex- 
cept for two uncontrolled experiments by Remmers (17) with two individual 
subjects. No other experiments applying hypnosis to the investigation of 
various areas in the field of social psychology could be found. The remainder 
of this paper will therefore be devoted to the outlining of a number of ex- 
periments applying hypnosis to the field of social psychology, which have 
suggested themselves to the author. 

For instance, in connection with his first experiment, the author was in- 
trigued by two extreme reactions. One subject, a Northern girl, with defi- 
nitely liberal race attitudes, after receiving the suggestion in hypnosis that 
she would respond to the test more liberally, gave an almost unbelievable 
preference to the unpopular groups in the retest. Apparently, the sugges- 
tion merely reinforced her already strong belief, and permitted her to ex- 
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aggerate it freely for the expressed purpose of the experiment. On the other 
hand, a Southern girl with equally liberal racial attitudes, as known to the 
experimenter and as demonstrated in the first administration of the test, 
gave a markedly negative response to the retest, scoring the unpopular 
groups most unfavorably. That this did not represent the negativism which 
one occasionally encounters in working with hypnosis was shown by the fact 
that the rest of her behavior under hypnosis was in no way characteristic 
of these negativistic subjects. It seems to the author that a not implausible 
explanation of her response might be that the experimental suggestion in- 
cluded the wish to prove that the attitudes of Southerners are not really 
prejudiced, whereas she was strongly conscious and ashamed of Southern 
prejudice. Since the suggestion contradicted her firm convictions, she resisted 
it very strongly. It would therefore seem to be important to study experimen- 
tally the effect of “mind-set” on hypnotic and post-hypnotic behavior. It 
should also be possible by experimentation to establish certain criteria for 
the more effective framing of suggestions. 

Closely related to the above is social psychology’s concern with “frames of 
reference.” The importance of the “frame of reference” is generally recog- 
nized today. But it is not always easy to study them, because they are both 
culturally and individually determined, and represent complex social con- 
structs. Hypnosis could simplify them, however, and make them more acces- 
sible to study. Thus, subjects could be given an artificial frame of reference 
for a particular social situation, and their response to the situation then 
studied. 

Similarly, it would not be necessary for the investigator to wait for certain 
social situations to occur in real life. He could bring them into the labora- 
tory by suggesting to his hypnotized subjects that they were confronting 
them. The differences in behavior characteristic of different subjects in the 
same situation.or of the same subject under different situations should be 
highly significant. Somewhat along this line is Guze’s (6) interesting paper 
on “Posthypnotic Behavior and Personality,” in which he demonstrates that 
the manner in which an individual reacts to posthypnotic suggestions, as of 
anti-social acts, for instance, is characteristic of that individual’s handling 
of his impulses in relation to social demands. It should be pointed out here 
that much of the work to date on the performance of anti-social acts under 
hypnotic and posthypnotic suggestion lacks real imagination. “Anti-social” 
is narrowly construed in terms of sex, murder, and stealing. Far more subtle 
would be the study of other infractions of social norms, in aesthetics, eti- 
quette, the sacred, etc. 

It may be possible also to suggest to the subject certain “drives” and then 
to study his behavior in response to such “drives.” ““Traits”— like obedience, 
cooperation, interest, dependency, rivalry, leadership, selfishness, polite- 
ness, extraversion, introversion, ascendency, submission, etc., etc. — might 
also be investigated in this same way. “Levels of aspiration” might be treated 
similarly. The experience of frustration might be suggested to the subjects, 
and their behavior in response to such frustration could then be noted — 
permitting of more elaborate frustration situations than those which have 
been used in the laboratory to date. Similarly, mental mechanisms like com- 
pensation, projection, etc. could be studied by experimentally induced con- 
flicts in social situations. Moreno, for instance, has been working on the 
development of “hypnodrama” as a valuable adjunct to “psychodrama” and 
“sociodrama.” 


Sociometry could also use hypnotism as a further refinement. Will hyp- 
nosis as such permit of different sociometric alignments? And what effects 
will slight changes of conditions have upon these relationships? Such changes 
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could be effected by hypnotic or post-hypnotic suggestion more easily than 
they could be produced under normal conditions. 

The new ficlds of group structure and process and leadership analysis 
could likewise profit from the ease with which changes in certain character- 
istics of a group’s leaders or members could be effected by hypnosis. Also 
other roles of social behavior could be brought into the laboratory by hyp- 
notic suggestion. Within a brief time, for instance, a married man might be 
confronted with a variety of situations concerning his wife, and his reac- 
tions observed. A worker might be watched as he reacted to job changes, to 
varieties of supervision, to different working conditions. 

Hypnotic techniques of age regression might simplify a genetic approach 
to social psychology. And Kline’s (9, 10, 11) new technique of “‘age progres- 
sion” might also prove useful here. Thus, it might be possible within a few 
hours to observe the social development of a single individual from infancy 
through senility. 

One of the most interesting forms of social behavior is language. And 
language lends itself readily to investigation by hypnosis. For instance, Erick- 
son and Kubie (3) have made the fascinating discovery that one hypnotic 
subject can sometimes translate the cryptic automatic writing of another 
subject, which would ordinarily be impossible for him. This suggests that 
there are certain universal unconscious symbols involved in language. These 
should be investigated further. Thus, a number of hypnotic subjects could 
be given the strong hypnotic suggestion that a speech or essay made up of 
nonsense syllables is an eloquent address. Each subject could be asked to 
translate, interpret, or paraphrase it, and the similarities between the pro- 
ductions could then be studied. The phenomenon of word coinage could 
be studied by conditioning a subject to the special use of certain words or 
coinages. Then observations could be made on the extent to which the coined 
or specially-used word becomes current in the group with which the indi- 
vidual subject habitually associates. The function and development of lan- 
guage could be studied more intensively by suggesting amnesias for certain 
words, certain parts of speech, and the like. 

Although probably hypnosis could not help much with the broader areas 
of culture-study, it could undoubtedly throw light on certain forms of social 
control. For instance, the effect of taboos could be studied by inducing spe- © 


cific taboos hypnotically. Similarly, stereotypes could be created and their 
effects observed. 


Conclusion 


In summary, the application of hypnosis to research in the fields of edu- 
cational and social psychology is practically virgin territory. Imaginative 
investigators should be able to develop numerous interesting experiments 
in these two great areas. 


References 


1. Coors, D., A determination of the density of post-hypnotic amnesia for the stylus maze. 
Thesis for Bachelor of Arts degree, 1928, University of Wisconsin. 

2. Cooper, L. F. and M. H. Erickson, Time distortion in hypnosis II, in Experimental 
Hypnosis, L. M. LeCron, editor. New York: The Macmillan Company, 1952, 229-235. 

3. Erickson, M. H. and L. S. Kubie, The translation of the cryptic automatic writing of one 
hypnotic subject by another in a trance-like dissociated state. Psychoanalytic Quar- 
terly, 1940, 9, 51. 

4. Glasner, S., Two experiments in the modification of attitude by the use of hypnotic and 
waking suggestion. Journal of Clinical and Experimental Hypnosis, 1953, 1, 71-75. 


5. Gray, W. H., The effect of hypnosis on learning to spell. Journal of Educational Psychol- 
ogy, 1934, 25, 471-3. 








20. 
21. 


22. 
23. 


24. 


25. 
' # 
27. 


28. 





. Guze, H., Posthypnotic behavior and personality. Personality, 1951. 1, 231-239. 
. Hull, C. L., Hypnosis and suggestibility: an experimental approach, New York, Appleton 


Century Company, 1933. 416 pp. 


. Huse, B., Does the hypnotic trance favor the recall of faint memories? Journal of Experi- 


mental Psychology, 1930. 13, 519-529. 


. Kline, M. V., Hypnosis and diagnostic psychological testing, Personality, 1951. 1, 243-5, 
. Kline, M. V., Hypnotic retrogression: A neuropsychological theory of age regression and 


progression, Journal of Clinical and Experimental Hypnosis, 1953. 1, 21-28. 


. Kline, M. V. and H. Guze, The use of a projective drawing technique in the investi 


tion of hypnotic age regression and progression, British Journal of Medical Hypno- 
tism, 1951. Vol. 3, No. 2: 10-21. 


. Life, C., The effects of practice in the trance upon learning in the normal waking state, 


Thesis for Bachelor of Arts degree, 1929, University of Wisconsin. 


. Mitchell, M. B., Retroactive inhibition and hypnosis, Journal of General Psychology, 


1932. 7, 345-358. 


. Patten, E. F., Does post-hypnotic amnesia apply to practice effects? Journal of General 


Psychology, 1932. 7, 196-201. 


. Pavlov, I. P., Conditioned Reflexes and Psychiatry. New York: International Publisher, 


1941. 


6. Prince, M., The Unconscious. New York: The Macmillan Company, 1914. 
. Remmers, H. H., Propaganda in the schools: Do the effects last? Public Opinion Quar- 


terly, 1938. 2, 197-210. 


. Rosenthal, B. G., Hypnotic recall of material learned under anxiety and non-anxiety 


producing conditions, Journal of Experimental Psychology, 1944. 34, 369-389. 


. Salter, A., What is Hypnosis: Studies in Auto and Hetero Conditioning. New York: 


Richard R. Smith, 1944. 


Salter, A., Conditioned Reflex Therapy. New York: Creative Age Press, 1949. 359 pp. 

Scott, H. D., Hypnosis and the conditioned reflex, Journal of General Psychology, 1930. 
4, 113-130. 

Stalnaker, J. M. and E. E. Riddle, The effect of hypnosis on long delayed recall, Journal 
of General Psychology, 1932. 6, 429-440. 

Strickler, C. B., A quantitative study of post-hypnotic aninesia, Journal of Abnormal 
and Social Psychology, 1929. 24, 108-119. 

Volgyesi, F. A., On the psychotherapeutic importance of hypnotic and sleep protective 
inhibitions, British Journal of Medical Hypnotism, 1951. Vol. 3, No. 1: 14-21, No. 2: 
2-9. 

Weitzenhoffer, A. M., The transcendence of normal voluntary capacities in hypnosis: An 
evaluation, Personality, 1951. 1, 272-282. 

White, R. W., G. F. Fox and W. W. Harris, Hypnotic hypermnesia for recently learned 
material, Journal of Abnormal and Social Psychology, 1940. 35, 88-103. 

Young, P. C., An experimental study of mental and physical functions in the normal 
and hypnotic states, American Journal of Psychology, 1925. 36, 214-232. 

Young, P. C., An experimental study of mental and physical functions in the normal and 
hypnotic states: Additional results, American Journal of Psychology, 1926, 37, 345-356. 


48 





— 





























Experimental Study of Hypnotic Imagination and Dreams 
of Projection in Time: I. Outlook upon the Remote 
Future — Extending through the Quintillionth Year. 


NATHAN IsRAELI 
Department of Psychology, Long Island University 


A. Introduction 


This research on imagination and dreams of projection in time by means 
of hypnosis is concerned with various aspects of the psychology of time. It 
is a unique experimental approach to various problems of time in an explo- 
ration of time patterns and structure, time perspective and orientation, time 
attitudes and experience, time reference and time flow, unidirectionality 
and reversibility, outlook upon the future, possibility, probability, wishes, 
and level of unreality. Viewed broadly, it is an extension of the writer’s ex- 
perimental and theoretical work in the psychology of time (5-19). An integra- 
tion of that work is now under way. Its theoretical framework underlies 
this experimental inquiry. Of relevance is the work of Minkowski (23), Janet 
(20), Schilder (29), Piaget (24-28) and others. Of interest is the theory of 
Dunne (3), the comprehensive treatment of this general field by Gunn and 
Cleugh (4, 1). Sturt’s psychological viewpoint is also relevant. 

Piaget is interested in the correspondence between the framework of logic 
and the genetic development of thinking, and of the concepts of time and 
space (22). Of particular importance here are his views as to logical group- 
ing, inclusive combination and interrelationship (l’emboitement), reversi- 
bility of time (s’affranchir du présent), coupled with a modification of 
centering, decentering and recentering (35), and a symbolic representation 
of time intervals and their combinations and groupings. 

Various aspects of the work of H. G. Wells are significant here: his Time’ 
Machine (33) is of special importance. In a 1937 novel, he developed the 
theme of “breaking the frame of the present” (34). Darwin’s outlook upon 
the next million years is also of major importance (2). 


B. Design of the Experiment 


This research is still under progress. It began with a hypnotic development 
of the future history of the subjects through the age of 75. That part of the 
work will be reported elsewhere. It is based in part on the writer’s explora- 
tory hypnosis in this field at the University of Maine in 1930 and upon the 
method of future autobiography (14, 15). This age progression study was 
followed by the main experiment which concentrated upon the outlook 
upon the future of the same subjects, with no change in chronological age, 
as reflected by hypnotic imagination and dreams of remote future periods 


of time. 


With exceptions, each experimental session was devoted to projection into 
one of the future time periods. The following series of periods was used: 
end of the 21st century, end of the 25th century, year 3,000, year 10,000, year 
100,000, year 500,000, year one million, year five hundred million, year one 
billion, year one trillion, and the year one quintillion. The exceptions in- 
cluded a combination of various periods through the billionth year for S, (the 
third subject) who left for military service, and the doubling up of periods 
within an experimental session on account of absence from a previous one. 
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Four subjects, undergraduate students, volunteered for this experimental 
study. They were not informed about the aims or design of the work. Gen. 
erally, with allowance for absences, the experimentation included two one. 
hour sessions each week since the end of October 1952. This part of the 
research included the following number of hours and of sessions for each 
subject: S, (subject one) — 13 hours in 12 sessions, $, — 11 hours in 11 sessions, 
S, — 6 hours in 4 sessions, S$, — 13 hours in 12 sessions. 

The group plan of experimentation was followed in part when all S’s were 
given the same tasks and suggestions. Individual instructions and sugges- 
tions were also given. All subjects were supposed to attend the same sessions 
— suggestions were given about not being distracted by the others who were 
present. 

One or two orientation periods were preliminary to experimentation. 
Procedure was explained. At no time during the course of this work was 
there any suggestion made about amnesia or forgetting in relation to any 
part of the experiments. Subjects were requested not to discuss the experi- 
ments with anyone. During that orientation session, a self-rating hypnosis 
depth scale was explained. Subjects were informed that they would rate 
themselves according to that scale as an indication of their condition. It is 
a ten-point scale with certain steps undefined: 1 out of trance, 2 near trance, 
3 in trance, and 10 maximum trance depth — steps 4 through 9 were not 
defined. The scale was graphically represented on the blackboard. During 
the experimental sessions, only once was the scale redrawn to assure numer- 
ical ratings. The orientation adapted the subjects to the situation’s require- 
ments. At first, a circular band diagram was drawn in white chalk on the 
board and apparent band rotation at different speeds was suggested. It was 
unnecessary to use it again. Subjects were then instructed to close their eyes. 
Suggestion was made about relaxing and about going into deeper and deeper 
trance state. Self-ratings were obtained several times. None of the subjects 
was rejected after the orientation period. The standard form of suggestion 


for obtaining the self-ratings was: “Upon signal, rate yourself (according ’ 


to the scale) and describe your condition briefly.” 

Subjects wrote out all their responses in notebooks. Each suggestion as 
to an action or operation was prefaced by the phrase “upon signal” followed 
sooner or later by the signal “ready now.” 

In the session after the orientation session, the future autobiography (age 
progression) hypnosis experiment was conducted. This was later followed in 
another session by the experiment reported here. The experimenter pro- 
ceeded slowly, and repeated the first part twice, dealing with projection into 
the end of the 21st century, with most of the subjects. In development of the 
hypnotic imagination and dreams of projection into a future period, at 
first the experimenter suggested formation of a general set to be inclined 
to imagine and dream. After a delay for this set to take effect, more specific 
suggestions were given as to the future period, as to description of life, 
things, and events, and after that as to imagery description. Within this 
framework, suggestions are nondirective. This can be seen from the basic 
standard suggestion illustrated here for the F-period (future period) of the 
end of the 2Ist century: 


“You are falling into a deep state. You are becoming imaginatively inclined and your 
mind is active.” (This part was at first repeated several times and followed by an interval 
of silence. The suggestion of activity was made to avoid stupor and sluggishness. It appears 
to have been effective.) “Upon signal, you are going to imagine and dream that you are now 
at the end of the 2ist century. You will have vivid imagery and a wide range of thoughts, 
projections, expectations, and beliefs about that period. You are to retain your actual chron- 
ological age. Imagine you are suddenly transported and projected into the end of the 2lst 
century without change in your actual chronological age. Upon signal, open your eyes. You 
will remain in the same state. Rate yourself and describe your condition briefly. Then 
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write down your actual chronological age noting down the year 2100. Then describe at 
length and in detail life, things, and events at the end of the 2lst century (150 years from 
now). 

That suggestion was later followed by others. In the next session the sub- 
jects were projected into the next F-period, the end of the 25th century, in 
the same manner. From then on, in orderly progression from one F-period 
to another, S, (the third subject) reached the billionth year and the other 
subjects reached the quintillionth year. The hypnosis mechanics became 
simplified: after a while distribution of the notebooks, followed by a simple 
statement about relaxing (or about closing the eyes), was sufficient to initiate 
trance. During some of the earlier sessions, two metronomes beating at dif- 
ferent rates were used to facilitate the experimentation. 


C. Self-Ratings for Hypnosis Depth 


Each subject worked out the self-rating scale filling in the unspecified 
steps between 4 and 9 inclusive on the ten-point scale from 1 through 10 for 
rating of the depth of hypnosis reached. This is illustrated here by sampling 
the description of their condition according to the different 4-9 levels reached 
by them — for the individual subjects. S, (subject one) described level 4 
as follows: “Didn’t want to open eyes. More comfortable this time. Sleepy 
now.” He described the next level as follows: “Can’t think, don’t care.” Level 
6 was described by the statement: “Very tired, felt asleep. No sensation in 
my arms or hands.” Similarly, level 9 was described as follows: “Seemed to 
lose awareness completely for the first time. I had a real dream of some sort 
while you were speaking. I can’t remember it though.” 

S,’s descriptions for those in-between levels (4-9 inclusive) follow: level 5 
—“Feeling of drowsiness in eyes, body completely relaxed, arms lay heavy 
on table.”” Level 7 —“‘Very heavy feeling, hand feels like letting go pencil.” 
Level 8 —“A strange dreamy feeling, a sleepy one, feeling of complete re- 
laxation.” Level 9 —“I feel like on a cloud or something... I feel no parts 
of my body now.” 

S,’s scale similarly goes fror level 4 —“blankness of thought” to what he 
considered as “level 5 or 6 or 7” where his condition was that of “deep sleep.” 

S,’s scale includes level 4 —“in trance, extremely relaxed and calm;” level 
5— “very relaxed with a certain numb sort of feeling permeating my body;” 
and level 6 — “very relaxed and at ease. My body is completely at ease.” 

The self-ratings according to session and subject suggest a trend, varying 
in each instance, to reach a more profound trance depth from session to 
session. In a few instances, the self-ratings are descriptive but not numerical. 
As to individual differences —$, reached the 9th level only once. His rat- 
ings, with few exceptions, are just beyond the in-trance threshold (level 3). 
S, reached the 9th level in an early session. He was quite stable throughout 
at deep levels. S, in four sessions including the two-hour first session and 
the two-hour last session also reached the 9th level showing during the last 
session progressively deeper reaction from time to time. S,’s maximum self- 
rating reached level 6 and ranged mainly between level 3 and level 5. S,’s 
self-ratings are the most stable and the most profound. As a matter of fact, 
he was the most fluent of all the subjects and frequently the experimenter 
had to cut him short, in view of the time restrictions. 

These self-ratings guided the experimenter by indicating the depth of 
hypnosis reached by each subject. They also seemed to contribute towards 
the constructive inclination of the S’s or to strengthen their confidence in 
the experimental procedure. 
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D. Measurement of the Outlook upon Future through the Quintillionth Year; 
Description of Life, Things, and Events during the Different Future Periods, 


Subjects could react to the suggested projection in any F-period (future 
period) indifferently as if the suggestions are meaningless. They could re. 
frain from entering the situation, or from replying at all. Or, they could 
simply remain in the actual situation and describe life, things, and events 
as of 1952 or 1953, or of the twentieth century. Any statement made with 
respect to any F-period could be repeated for any or all other F-periods, 
Random and ad-hoc replies could be made each time without any connec. 
tion between one F-period and another. Random, nonsensical, meaningless, 
or stupid replies to suggestions would clearly indicate failure of the subject 
to react to the change in space-time framework implied by each F-period. 

Replies obtained to the various suggestions in the different sessions in 
advancing from the early future period of the end of the 21st century through 
the very remote period of the quintillionth year indeed show, quite the 
contrary, organization and patterning of reactions. They indicate the basic 
significance of the space-time framework and organization, and a sensitive 
discrimination of changes in remoteness of an F-period. The S’s take sug- 
gestions seriously and with certain infrequent exceptions react quickly to 
suggestions with a newly restructured space-time framework and orientation, 
with newly restructured social topographic orientation reflected by new social 
interactive and communicative relationships and values. Each new F-period 
means something different in the basic cultural, psychological, and techno- 
logical outlook. While there is an indication of some sort of change of 
personality, in body-image, and even in clothing of the subject — the main 
direction of the change is in the nature of the impersonal outlook and in 
relationships to the outside world. Those changes are to be explained in 
terms of imaginative, dream-aroused conceptual and fantastic reactions in- 
volving (a) centering, decentering, and recentering from the present situa- 
tion to an F-period, (b) nonconventional time centering (19), (c) cognitive 
restructuring along with changes in emotional and interpersonal orienta- 
tion, (d) previous development of time perspective and of expectations of 
future developments, (e) social influences, and (f) personal factors (30). Each 
new F-situation requires a restructured framework translated in personal, 
social, and cosmological relationships. It would be interesting to use this 
method as an additional experimental approach to the question of the influ- 
ence of previous experience upon imagination, dreaming, and various types 
of forethought. This type of experiment also yields ample data for the dif- 
ferent Freudian and other interpretations of symbolic operations on different 
levels. 


Each S’s py Tae of life, things, and events are summarized below 
according to the different F-periods. 


1. S,’s description. Begins with an indoor city which becomes a glass enclosed city in a 
later F-period (2600) . In 10,000 civilization regresses back to the 19th century with respect 
to dress and manners. Scientific knowledge is lost. In one million, animal evolutionary fe- 
gression takes place back to the dinosaurs; however, the earth is rejuvenated in 1 billion 
followed by regression of the human race in | trillion. In 1 quintillion there is no trace of 
the human race. That is the regression and catastrophic theme. Another theme is of muta- 
tions of the race, or imitations of the race, and also of noncommunicability. In 10,000 a 
nonhuman race coming from a planet outside the solar system settles alongside the human 
race on the earth without any communication or conflict between them. In 1 million a 
vegetable man appears on the earth (with green skin, green clothes, green pointed face) 
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and without any communication or antagonism between vegetable man and man. In 1 tril- 
lion man does not eat or sleep, flies about with his arms and feet, resting on telephone 
poles— but without communication between them. Another example of mutation is the 
description of a man with six fingers and six toes, blue-white skin, and with eyes that focus 
bidirectionally at the same time (500,000). S, shows considerable preoccupation with ani- 
mals. In the quintillionth year he is still geocentric, finds snails and vegetable growth at the 
bottom of the sea. Only in this distant period does he think that he is not human and that 
there are no more men or women — and yet even here he compromises with imagery of an 
aquatic race. 


2. S,’s description. This subject has several themes: city life, esthetic appreciation, tech- 
nological progress, the sun, hearing strange languages. He develops description of a city 
civilization and seems unaware of any other governmental type of organization. With the 
exception of the quintillionth year, all descriptions comment upon the beauty of surround- 
ings, buildings, structures, landscape, etc. The future is more peaceful. Life is easier, happier, 
and more comfortable. There are here and there certain elements of apprehension: an allu- 
sion is made to fears of the twentieth century about the consequences of war which in the 
remote future are realized in the form of obliteration of the human race. Similarly, he refers 
in the F-period one trillion to a submerged race, and to a mud age of the quintillionth year. 
In the millionth year, he looks for shelter from the sun. Likewise, in the trillionth year, 

ple seek protection from the sun which has already destroyed part of the population 
and they establish an underwater city. As to strange sounds, he hears people speaking a 
language sounding somewhat like his own but without being able to understand it (100,000), 
and similarly in a later F-period (500,000,000) and in the last period, the quintillionth year, 
he asks a woman for information but she can only mumble in reply. Other themes include 
remarks about the fresh, clean air and absence of industrial impurities; a city scale of govern- 
ment, people of Mars, intra-planet sport competition. 


3. S,’s description. The outlook varies between the constructive and catastrophic extremes. 
The future before the year 3,000 is one of scientific progress, population of the entire earth 
including snow regions and jungles, trips to other planets, longer life-span, no death (end 
of 25th century). At the end of the 2Ist century people are happy but by the end of the 25th 
century, they are in search of a hierarchy of motives for living as religion seems to weaken. 
Regression from then on becomes more marked with regression in the year 3,000 to lower 
instincts and standards, with planetary warfare causing destruction of some planets and 
rebuilding of others. In 100,000 the constructive attitude reemerges with a comfortable 
living, a 3 or 4 hour work day, telepathic control, and prominent sex and food drives. But in 
one million the earth collides with a planet. In his last period (1 billion) life appears again 
but in a prehistoric stage. 

4, S,’s description. At first the outlook is constructive with expectations of scientific 
growth, interplanetary travel, peace, no disease, mental and intellectual development, settle- 
ment of the moon, jet and rocket transportation. A catastrophic outlook emerges in the 
F-period of 100,000 and continues from then on by progressive attenuation and destruction. 
In that period the earth is seen as covered with black craters (meteoric in origin). Animal 
life ends and plant life is dying. In 500,000 plant life disappears; the huge craters are still 
there. In one million, the earth is black with strange vegetation. By five htindred million, 
the earth has disappeared. In | billion, the chief elements of the scene are composed of 
space, light, stars, and closeness of the sun. Later on, in | trillion, there is neither a moon 
nor the earth — but there is still the sun. And in the quintillionth year outside of the sun 
there is only a big void. This description then consists of two major stages: constructive and 
catastrophic. Strangely enough, geocentrism and heliocentrism are persistently shown. He 
centers upon the increasing intensity of heat, the closeness, and the changing color of the sun 
(see the section on imagery). 


In support of the above summary of the description of life, things, and 
events for the different F-periods, complete citation is made for the first 
F-period (end of the twenty-first century) and for the last F-period (the quin- 
tillionth year). The active and constructive period of the year 2100 is in 
sharp contrast to the entropic-like rundown condition of the universe in 
the very remote future. Accordingly, the citation of the description for each 
§ follows first for the twenty-first century: 

S,—“The trees are bare and grey. Streets are smooth and clean, winding and twisting 


within and out of an indoor city. People hurry back and forth. They are taller and thinner 
than we are. There is little expression on their faces. They wear tight clothes. We are in a 
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space port. The sidewalks move along as conveyer belts. There are space ships in the form 
of white disks. Nobody taps. Everything is quiet except for the hum of machinery. Air js 
sharp and crisp and cold. The roofs are made of glass or plastic but no sun is visible. No 
clouds.” 

S,—“I find myself in a beautiful land of trees, beautiful homes. | am in a garden with 
beautiful flowers of all sizes and shapes all around I see a green background to the many 
colored flowers some of which are white and red, purple, etc. The home is made of glass but 
I can’t see in. Upon entering, the front of the door opens without the aid of a human being. 
The house has in it all wonderful gadgets to help the wife, also to educate the family, 
Business is conducted by individuals from various sets. All I have to do to see my office is 
tune on my tele-viewing set which connects me with the office and I can see just what's 
being done without having to go to the office. By throwing a switch I can give and take 
messages without leaving home. No school problems, people are being educated through 
television, so there isn’t any problem of room concerned. At various times you have different 
lessons on different channels, questions are possible by throwing the dial therefore inter- 
rupting the speaker, and permitting the question to be answered. Gadgets in the house aid 
the housewife, no trouble like years ago. Today you press a button and pop out comes 
dinner. Not worried with cleaning dishes, cleaned by machine. The world of glass, peace at 
last after so many centuries of struggle. A complete board that acts as policeman. No such 
things as jail to hold in criminals, but hospitals to aid these sick people who have cause to 
steal. The transportation is all done under ground there. There are two levels, one for 
vehicles and the upper level for pedestrians. In this way we avoid accidents. This is truly a 
world of inventions. If people had this years ago they probably would have increased their 
life span considerably for today we live an average of 100 years of age.” 


S,—“Helicopters all over —fast superhighways all over city —fast cars. Tremendous modern 
buildings of culture — science tremendous progress in everything. Buildings are flat topped 
for landing of helicopters. Everyone is well adjusted due to good mental hygiene programs 
in schools. People are healthy and pleasant, outside city big parks and beautiful private 
homes. I only have to work 4 hours a day at my work the other 12 hours are devoted to 
learning, experimenting and traveling. Most people do not work hard. Special kinds of 
foods and vitamin pills. Can not think of an ultra modern manner of sex — same way, same 


thing in people; love, hunger, thirst drives — less frustrated young people because of better 
sex education and earlier marriage.” 


S,—“I can see jets and rockets as a means of everyday transportation. People wearing 
just the minimum of clothing. Futuristic building of sizes and shape. Purely functional 


designs and methods. . . . Rocket travel very clearly going to the moon. I see interstellar. 


travel. There is no such thing as war or disease. The race is very superior mentally and 
intellectually. . . . 1 cam see everything is made of indestructible plastic. Telephone com- 
munication looks like television, you speak and can see to whom you are speaking. The 
people, all the people, are physically attractive. The children are far superior to the children 
and adults of 1950: Nobody gets sick due to the scientific and medical advancements, Inter- 


stellar travel is accepted as we accept the subway. The lighting is radiant and there are 
no light bulbs.” 


Three subjects completed the experiment through the quintillionth year. 
Their description of life, things, and events in that year follows: 


S,—“I am changed in the quintillionth year. Although I am 21 years old I am no longer 
a human. There are no men or women in this world. We live under the sea. I have a face but 
no nose. I have gills under my neck. I swim around in a cold dark sea and the only emotion 
I am aware of is fear. I am constantly alert and always slightly afraid. 1 don’t know what it 
is I am alert for. | swim with my arms and legs although they are longer and flatter than 
20th century men’s. There is hair extending from the tips of my hands and fingers. I do not 
see any one else like me around. Only snails and vegetable growth at the bottom of the sea.” 


S, —“I am in darkness, all of a sudden I see homes which are built of mud, mud houses, 
everything around is cold and damp. I see no sun. The people are very pale looking, it seems 
as if they are like ghosts. Water pockets seem to be all around and it is real dismal. I really 
don’t know why I’m here but I'll ask this frail looking woman what happened. Maybe they 
were rained out, or flooded and the mud covered the houses. In talking to the woman I get 
nothing but what I would consider mumbling. All I can see is it is very cold, no sun, very 
damp if not wet to say the least. The people talk some other language, none that I ever came 
across. I would call this a mud age if I didn’t know better.” 

S,—“I seem to be walking in space. I can’t find signs of the earth anywhere. It is all one 
big void. I can’t see anything familiar around. I have the feeling of being afraid.” 
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E. Discussion 


In accordance with the basic nature of the suggestions which highlighted 
the life, things, and events of a period and were indifferent to the personal 
reactions and attitudes —S’s developed an impersonal outlook upon the 
future. It was central or the figure with the personal outlook as the back- 
ground (14). ‘his set and orientation is indicated by allusions to technolog- 
ical development, peace, prolongation of life span, interplanetary travel, in 
the earlier F-periods, and by the deterioration, regression, and ruin of the 
later F-periods — rather than by stories centering upon ego-expansion, or 
upon personal mastery and dominance in role taking in any F-period. 

Political expectations were hardly alluded to except for minor references 
to a city council. No political aspects or administrative control of planetary 
travel or of migration to the moon are mentioned. Ethics and religion are 
dormant except for such instances as that of S,’s picturing a search for new 
values. There are no references to issues or to differences or to any aspects 
of religion, race, nationality, etc. The basic interests are technological and 
then catastrophic. 


Individual differences are reflected by each subject’s set of descriptions 
of life, things, and events in each session ranging from the earliest F-period 
to the last F-period. 

In the main, the descriptions of life, things, and events for different F- 
periods are coherent and continuous and organized according to patterns of 
expectations either of a constructive or of a catastrophic nature — with indi- 
vidual diversification of interests, attitudes, and beliefs. Civilization is ex- 
pected to run down in an entropy like manner with the probable oblitera- 
tion or extinction of man at some point in the far-distant future. S, is the 
most consistently optimistic and cheerful person throughout this study ex- 
cept for his dismal outlook of the last two F-periods. He is the only one 
who envisages the survival of man on the earth even in the quintillionth 
year, notwithstanding man’s deteriorated mud-age at that far-distant future 
time. 

A suggestion under hypnosis for imaginative and dreamy projection into 
the future becomes a signal for immediate and rapid action on part of S. 
He must — despite the fact that nothing at all is said in the suggestions made 
to him about any such operations or about any rapidity in his operations 
—rapidly transform and reorganize or restructure the framework of the 
outside world: and this in a social psychological sense, in a geographical 
sense, as well as in a wider cosmological sense. In other words, there is a 
rapid cognitive-emotional-and-conative transformation of the social topo- 
graphic outlook with respect to life, things, and events of a specific F-period. 

The same suggestion involves, despite absence of any reference to one’s 
personal psychological relationships and values, transformation of those re- 
lationships and values as indicating by the allusions — even if to a minor 
extent — to the changes in one’s role in society, in personality, in body-image, 
etc. 

This rapidity is both extensive a id intensive in denotation and in con- 
notation. Previous experience is utterly disregarded: new frameworks emerge. 
Nonetheless, the geocentric and heliocentric orientation that persists through- 
out the distant F-periods indicates the invariance of the basic planetary sys- 
tem of our mid-twentieth century undergraduate subjects as if they feared its 
dissolution even in the million million millionth (quintillionth) year. 
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F. Technological Outlook 


Although nothing was mentioned in the suggestions to the S’s about scien. 
tific and technological developments nonetheless their technological antici- 
pations are prominent in their description of the life, things, and events 
especially during the earlier F-periods. After that, their expectations or 
prophecies are repeated and then there is a major stagnancy followed b 
the implied obliteration or thinning out of the cultural technological heri- 
tage. The technological outlook can be readily summarized according to 
individual S’s and each F-period. 


1. End of 21st Century. 


S,—Indoor city, enclosed city, building within buildings, building of transparent 
materials, rocket ship to the moon or Mars, city with marble streets and stairways. 

S, — Beautiful new environment, glass houses, traffic radar control, constant level climate 
in the 80's, TV home control of business, two-way TV for education, machines for prepara- 
tion of food, push-button home service, combination car-plane, life span reaching 100 years, 

S, — Longer life span, food pills and tablets, helicopter travel, physiological discovery of 
how to keep young much longer, advancement in psychological health. 

S,— Jet and rocket everyday transportation, rocket travel to moon, interstellar travel, no 
disease, indestructible plastic, radiant lighting, buildings of purely functional design. 


2. End of 25th Century. 


S, — A gunshaped gadget for clocking children’s races, saucer, missile, round rocket shaped 
vehicles; white buildings, push button food home preparation. 

S, — People do not die, trips to other planets, building new world. 

S,— Remote control of work performance, chemical grown food, heated cities, constant 
level seasonal temperature, moving sidewalks, no disease, radiant light, indestructible 
plastic,'regular travel to moon, limited interstellar travel, functional buildings. 


3. Year 3,000 


S, — Settlement of snow regions and jungles, trips to other planets, building new worlds. 
S, — Long wormlike vehicle on runners (railway). 

4. Year 10,000 

S, — Loss of scientific knowledge. 


S, — Home gadgets, TV education, TV sets for conducting business, glass world, accident 
avoidance, tremendous speed: intracity travel. 


S,— Construction of industrial plants on moon, atomic propulsion for cars, planes and. 


all machinery, a combined telephone-TV, no disease. 
5. Year 100,000 


S, — Chromium or aluminum houses. 
S, — Mental telepathy. 


6. Year 500,000 


S, — Strange looking rocket vehicles, use of atomic fuel. 


Owing to the catastrophic nature of their outlook patterns after the F- 
period 500,000, there is nothing noteworthy about technological expectations 
thereafter. That is to say, the S’s no longer are preoccupied with them: as if 
they no longer expected further cultural and scientific expansion, but did 
expect the end of technological and scientific adjustment and control of the 
outside world or environment. On the whole, technological expectations 
are an integral part of the — outlook upon the remote future. In the 
writer’s 1932-33 method of future autobiography experimentation, superior 
Scottish adolescents made various trenchant allusions to scientific and tech- 
nological expectations (14, 15) in nonhypnotic personal projections into the 
future within their expected lifespan. 


G. Imagery and Time Projection 


In this experiment considerable data were secured concerning the nature 
of the imagery of the S’s in their imagination and dreams of the different 
future periods. The major instruction included the suggestion that the S's 
would imagine and dream, or would become imaginatively inclined, and 
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would have vivid imagery in connection with the specified F-period. This 
part of the experiment was based upon an experimental study of nonhyp- 
notic time imagery in 1950-51. To further reintorce the imagery suggestion, 
beginning with the F-period of 100,000, the suggestion was added, atter the 
completion of description of life, things, and events of that period, that there 
would be a more definite description of imagery in connection with their 
projections into that F-period. The standard model adopted for this sug- 
gestion follows: 

“You are still projected in the year 100,000. Describe any imagery of colors you may have, 
any visual imagery, auditory imagery, or any other type of imagery.” 

Analysis of the data shows that imagery is bound up with the frame of 
reference assumed for each F-period. Imagery varies with the new space-time 
framework, and is translated in terms of visualization of the type of people, 
their culture, their technology, and finally is also reflective of the downgrad- 
ing expectations including extinction of mankind, disappearance of the 
earth, prominence of barren deserts, blue-black earth craters, submerged 
existence, etc. With technological advancement, imagery is concretized by 
description of the form, shape, operations, and movement of various mechan- 
ical devices, machines, or vehicles. Architectural advances are seen in types 
of office buildings and residential homes. Buildings are tall, short and flat, 
half-moon in shape, white in color, or are constructed with transparent mate- 
rials. On the sociological and political levels, imagery is centered on the city 
and is transformed with the S’s anticipations of changes in mode of existence 
such as submerged below the earth’s surface or under water. On the esthetic 
level, imagery is colorful as it is translated concretely into buildings, flowers, 
gardens, scenery, or music. 

1. Colored imagery. Colors mentioned by S’s were listed according to each 
F-period. In general, in line with their general expectations of life, things, 
and events in the most remote future, their imagery becomes predominantly 
grey and dark except for light from the sun and the stars. The colors include 
(a) expanse or film colors (21): an almost transparent beautiful greenish- 
blue ocean, reddish blinding light of the sun, the sun as a red ball of fire, 
clear dark blue sky, bright white light of the stars; and (b) surface colors. 

The color of the sun varies with remoteness, becoming orange or reddish. 
For S, after continual reference to a bright sun, it takes on a reddish color 
(millionth year), and in the next F-period the scenery is reddish (500 mil- 
lionth year), and by the billionth year the sun is seen as a red ball of fire. 

Colored imagery includes visualization of white buildings, metallic build- 
ings. It is also associated with clothing as in pastel shades, and with nature 
as in visualization of green trees, green vegetation, yellow scenery, green 
leaves, deep blue sky, purple scenery, blue scenery. 


As to individual differences, §, made no direct references to color, but in 
an after-explanation he stated that in the F-period of 1 billion he “vividly 
saw vegetation and luxuriant jungle growth of ferns”. S,’s imagery includes 
the following colors: rusty (sun), orange, yellow green, multicolored coral 
formations, blue, blue-white, green, grey, tan, dark green, silver (space ship), 
pastels (city), pink. Green was most prominent with this subject as he de- 
scribed a great green forest, green looking people, green faces, green cloth- 
ing, green color of coral formations. S,’s imagery also has a wide range in- 
cluding red, green, silver (igloo), pink, green, greenish-blue, dark blue, black, 
dark brown, pastel colors, purple, “all beautiful colors,” deep blue, bright 
(sun), darkness, and a pale looking people. S,’s colors include green, orange, 
yellow, blue-black, bright white light (stars), black (water, ground, back- 
ground, earth), dark brown (earth). 

The colors specified by S’s highlight the primary chromatic and achromatic 


57 














colors and also range along a brightness scale from one extreme to the other, 


2. Nonvisual imagery. Auditory imagery is not as prominent as visual 
imagery. It adds to the physiognomic aspects or the appearance of the imag: 
ined and dreamed about future situations. Each subject’s nonvisual imagery 
is summarized below: 

S, — Allusion to cold wind, warm sun, breathing pleasant air, hot dry nights and cool 
days. Imagery is mainly visual. Nonvisual imagery is thermic. 

S, — Hears himself breathing, ground engulfs foot with each step, cold climate, air with- 
out noises, voices soothing to the ear, humming sound of vehicles, language sounds, fresh 


clear aroma, dull music, touching an engine, cold damp. This includes auditory, tactile, 
olfactory, thermic, and kinesthetic imagery. 


S, — Imagery is mainly visual. No allusions to color. 

S,— Rumbling, hissing noise; eerie stillness, fumes, stench permeating environment, soft 
breeze blowing — these are instances of auditory, olfactory, and pressure imagery. 

S, who shows considerable euphoria and expansiveness throughout the different F-periods, 
with the exception of the last two periods, also shows macropia-like imagery. Everything 
seems to reach gigantic proportions: tremendous glass doors of shops, a tremendous park 
for children (2600); tremendous glass dome (10,000); trees reach up to the sky, trees as huge, 
gigantic structures — men and women of tremendous size (8 or 9 feet tall) — people look 
bigger as they walk away (opposite of size constancy) — (100,000); beautiful tall trees tre- 
mendous in size and width (500,000). S, states for the F-period of 100,000 that the “sun 
appears to be larger than I have ever seen.” 

3. Discussion. The imagery common to all subjects centers around the 
sun: heliocentric imagery is not only visual with changing colors as from 
bright yellow to golden, to orange, and to red, but it is also thermic with 
increasing intensity in heat as well as in brightness with further remoteness 
of the future projection. 

The visual imagery is colorful and relates to buildings, dwellings, machines, 
and other objects as well as to nature and the surroundings. The nature of 
the visual and nonvisual imagery changes with the significance of the F- 
period. Nonvisual imagery includes mainly auditory but also olfactory, 
thermic, tactile, and kinesthetic imagery (32). 


Individual differences comprise (a) visual dominance, (b) visual and audi- 


tory dominance, (c) a distribution of various types of imagery, although. 


visual imagery is still mainly prominent. 

Imagery is a function of the imaginative and dreamy outlook upon the 
remote future. It has its situational and social topographical determinants. 
On the other hand, imagery characteristic of any F-period is an intrinsic 
factor in the transformation of the framework of that period and of the 
description of its life, things, and events. 


H. Summary 


This report on research now under progress is concerned with time pro- 
jection and with hypnotic imagination and dreams of projection into vary- 
ing remote future periods extending to the very distant quintillionth year. The 
work proceeded in stages including (a) orientation to the general procedure, 
(b) hypnotic future autobiographic material (age progression), (c) going succes- 
sively from one future period to another from the end of the 21st century 
through the quintillionth year — devoting usually one experimental session 
to any future period. This paper reports on the self-ratings for hypnosis 
depth reached by the subjects, their description of life, things, and events, 
in connection with each projection into a future period, and their visual or 
nonvisual imagery. 

1. Self-ratings for hypnosis depth show with one insignificant excep- 
tional instance that all subjects were always at least at the trance-level or 
in a deeper hypnotic stage. Individual differences in level reached were indi- 
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cated with a general trend towards more profound trance in later sessions. 
The deeper levels on the scale used were not described by the experimenter. 
Each subject gave those levels his own interpretation in setting up his own 
scale. 

2. The time projections are to be explained in terms of changing space- 
time framework, social topographic reorientation, recentering, and non- 
conventional time centering. 

3. Hypnotic suggestion to imagine and dream about being suddenly 
transported and projected into a specified future period is followed by rapid 
recentering as the subjects follow out the suggestions. 

4, Although no specific instructions or sets of suggestions were included 
about the nature of their anticipations, the description of life, things, and 
events of any future period was on a predominant impersonal level, with 
the personal aspects in the background. Nonetheless, the suggestion of trans- 
portation and projection into a future period leads to various changes in 
one’s present-situation perceptions, imagery, space-time framework, and 
system of concepts and beliefs. With a change in time reference, the descrip- 
tion of life, things, and events is adjusted to the era or epoch specified. 
This involves description of technological, biological, psychological, and 
anthropological changes. The extinction of mankind is anticipated in the 
very remote future by some subjects. The earth and the moon are expected 
to disappear by collision or otherwise. 

5. Individual analysis shows that the descriptions of the different future 
periods approximately fit into patterns and are not discontinuous. An indi- 
vidual subject’s descriptions beginning with the first future period and 
taking in all the other periods show constructive or catastrophic trends or 
cyclical variation between both extremes. Descriptions of life, things, and 
events of each future period in the main change in a constructive or in a 
catastrophic direction. They are continuous but with certain discontinuities 
and incoherence. 

6. A geocentric orientation and a heliocentric preoccupation are invariant 
and predominant. The subjects are unable to abandon their basic planetary 
orientation or schemata. 

7. Colored imagery includes mainly the primary colors. They comprise 
both expanse colors and surface colors. Auditory imagery is quite frequent. 
There are also references to olfactory, tactile, and kinesthetic imagery. 
Thermic imagery becomes increasingly prominent in the more remote future 
periods when the sun’s heat is described as more intense. Imagery changes 
with the outlook patterns and appears to have personal, structural, and social 
determinants. One subject’s imagery was macropic. 
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Hypnotherapy in Obstetrics and Gynecology 
Ws. S. Krocer, M.D.* 


Breuer and Freud employed hypnosis in their earliest attempts to under- 
stand and cure neurotic symptoms. Modern dynamic psychiatry is the 
outgrowth of their efforts, particularly those of Freud. Fortunately or un- 
fortunately, depending upon one’s persuasion, Freud, feeling dissatisfied 
with the result of hypnosis discarded it in favor of the technique now known 
as psychoanalysis. Freud’s abandonment of hypnosis retarded its use by over 
fifty years. However, he believed that some day hypnosis would find a place 
in psychoanalysis. In the last decade or so, this observation has been corrob- 
orated. Numerous clinicians have noted that the methodological approach 
of hypnosis combined with dynamic depth psychology could be a very valu- 
able research and therapeutic tool. 

The author has found the techniques described by Wolberg (47), Kubie 
(34), Erickson (16), and Lindner (32) to be particularly efficacious in the 
treatment of functional gynecologic conditions, especially when it was nec- 
essary to obtain the best oo results in the relatively shortest time. 

Many psychoanalytically oriented psychiatrists question the use of hypno- 
analysis. They contend that the resistances are not analyzed; there is no con- 
scious participation in the transference situation, and extreme dependency 
on the therapist is fostered. Lindner (35) refutes these claims. He discusses 
techniques whereby the resistances are undercut, and the transference is 
managed and analyzed as it is when the parent technique is employed. He 
contends that there is only a qualitative difference between the transference 
in psychoanalysis and hypnoanalysis, a difference that may be only of theo- 
retical interest. 

My experience has demonstrated that hypnoanalysis evokes significant 
material more rapidly than the slower techniques of psychoanalysis. Con- 
trary to the opinion of many psychoanalysts, symptom-removal by direct 
suggestion is not utilized. When an extreme dependency state develops as 
the result of the rapport engendered by hypnosis, it may be dissolved through 
ge suggestion as soon as there is sufficient ego-strength. Generally, 

owever, the techniques employed to terminate an orthodox psychoanalysis 
suffice. 

Hypnoanalysis utilizes many of the concepts of dynamic psychiatry, that 
is, free association, piece-meal disintegration of the resistances, interpreta- 
tion of the transference, and reintegration into consciousness of the repressed 
material. In the final phases the redistribution of the psychological energies 
formerly exploited by the symptom enables healthier personality patterns 
to be engrafted. 

Hypnosis per se may be particularly helpful in functional gynecologic 
disturbances, especially of recent origin. Posthypnotic suggestions for obtain- 
ing symptomatic relief are of the utmost value in keeping the patient in 
treatment until the first transference appears. This strong emotional rela- 
tionship, when combined with sufficient insight, helps maintain the rapport 
so essential for further successful therapy. 

Where symptomatic relief is not obtained other techniques of hypno- 
analysis should be employed. In somnambules, and even in those patients 
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who are not capable of entering the deep trance, an experimental conflict 
involving the symptom may be induced by means of posthypnotic suggestion 
and amnesia. Pertinent fears and anxieties indicative of the underlyi 
psychopathology then often will be recapitulated during the free association 
in the non-hypnotic state. When relapses occur, hypnosis facilitates, either 
by revivification or regression, the recall of memorially valid material re 
sponsible for the reactivation of the symptom. Thus, a better understandi 
of the neurotic attitudes responsible for basic emotional difficulties is obtaiall 
when the various flexible techniques of hypnoanalysis are employed. 


Frigidity 

Of all the gynecological symptoms peculiar to our confused and contra 
dictory cultural attitudes toward female sexuality, frigidity is one of the 
most common. Frequently we find the frigid woman perturbed, bewildered, 
and not a little angered by her inability to enjoy the sex act. Being com- 
pletely unaware that her feelings and attitudes toward sex or a sexually 
inadequate partner may be the cause of her predicament, she blames her 
sexual problems on physical symptoms, particularly those which bring her 
to the gynecologist. 

Naturally a psychosexual history and physical examination is the initial 
therapeutic approach if one is to differentiate those relatively rare cases of 
organic frigidity from those of psychogenic origin. Since a very high pro 
portion fall into the latter group, appropriate psychotherapy is indicated. 

Because too few women can be seen by the all too meager group of com- 
petent psychotherapists, a rapid and efficacious form of therapy is indicated. 
Current endocrine treatment involving the use of androgens, even if suc 
cessful, is only substitutional. Surgical procedures such as circumcision of 
the clitoris are valueless. Bergler (3) maintains, “...a typical frigid woman 
does not suffer from a deficiency of libido, but from a neurosis.” Therefore, 
frigidity cannot be cured by appealing to conscious processes. Recrimina- 
tions and intellectual insight per se are valueless. Hence, hypnoanalysis with 
its approach to unconscious processes as advocated by Kroger and Freed (32) 


is ideal for the treatment of frigidity, because every neurosis is an illness of 
the unconscious. 


MENSTRUAL DYSFUNCTIONS 
Dysmenorrhea 


Many investigators acknowledge that the relief of painful menstruation 
may often be the result of unintended suggestion following medical therapy, 
regardless of the preparations used. Such observations tend to support the 
fact that many emotionally unstable women have a lowered pain threshold 
making them extremely susceptible to cyclic discomfort. 

Functional dysmenorrhea responds remarkably well to hypnotherapy and 
should command the attention of the clinician. Dick (11), Brenman and Gill 
(6) and other investigators (22, 24, 18) have reported good results, Where 
hypnosis is used as purely symptomatic treatment, of course, the basic emo 
tional conflict responsible for the symptom will not be resolved. The re 
pressed energy will seek another body outlet. Kroger and Freed (30) found 
that hypnoanalysis is more effective when compared with the poor results 
of endocrine treatment. In addition, temporary dysfunction of the ovaries, 
as suppression of ovulation, is not induced. 

Hypnosis and posthypnotic suggestion may block the painful uterine 
contractions, thus interrupting the pain pathway from the uterus to the 
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higher brain centers. Then again, hypnosis may act cortically by either raising 
the pain threshold, or by breaking up the “pain-pattern” conditioned in the 
cortex as a result of faulty attitudes. A similar mechanism of pain relief is, 
seen in the aleviation of discomfort in “phantom limb” cases. 

Regardless of theoretical considerations, hypnoanalysis, from a practical 
standpoint, offers a valuable addition to our therapeutic armamentarium 
for giving relief to a group of patients who suffer considerably at regular 
intervals. The cures are relatively permanent. This fact alone warrants ex- 
tensive trial with the various types of hypnotherapy. 


Amenorrhea 


The importance of hypnotherapy in treating psychogenic amenorrhea has 
been demonstrated by many investigators. Dunbar (12) states, “In many 
cases amenorrhea can be cured by one hypnotic session. In a patient who 
had been suffering from amenorrhea for two and one-half years, menses were 
induced by hypnosis and regulated to occur on the first day of each month at 
7:00 a.m. to last for three days.” Heyer (23) remarks, “Numerous authors 
report results from et in menstrual disturbances, which are 
beyond question, i.e., relief from pain as well as regulation of the cycle. As a 
matter of fact, the time of onset for menstruation can be determined in deep 
hypnosis to the day and hour, as for example, one may say every four weeks 
or every first day of the month, etc. ...In all uses of hypnosis it is important 
to give not just colorless commands but to suggest the whole experience of 
menstruation forcefully and vividly. Where doubt as to the efficiency of this 
procedure has arisen, faulty technique is responsible.” 

Here too, hypnosis is only symptomatic therapy, and if the deeper emo- 
tional difficulties are not resolved, other symptom-equivalents, that is, dys- 
menorrhea, migraine headache, backache or pelvic pain may be substituted. 
Kroger and Freed (33) have reported considerable success with hypnoanalysis 
in selected patients with functional amenorrhea. 


Pseudocyesis 


Caution must be urged regarding treatment for this condition. This par- 
ticularly applies to the organistic approach where the menses are brought on 
by hormonal therapy or the uterus is “emptied” of its contents by curettage. 
Briefly, the patient must be made aware of the neurotic need for maintaining 
her “pregnancy.” Such a woman should never be told that she is not pregnant 
until the therapist is certain that she has sufficient ego-strength to face this 
revelation. 

Since some unconscious factors may interfere with the rhythmicity of men- 
struation, a routine interview will seldom reveal the emotional factors respon- 
sible for pseudocyesis. Hypnoanalysis is often valuable for uncovering as well 
as overcoming the hidden dynamics producing this interesting condition. 
Other methods of psychotherapy, as psychoanalysis and narcosynthesis allow 
sufficient insight into the causation of this fairly common entity. Pseudocyesis 
beautifully illustrates the interaction of psyche and soma. 


Functional Uterine Bleeding 


Dunbar (12) makes several references to the treatment of this condition by 

mosis. However, little objective data or reports of controlled experiments 

exist. Hypnoanalysis has been advocated by Van Pelt (44) as a rational type of 
therapy for vaginal bleeding of psychogenic origin. 
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Pre-menstrual Tension 


Fortunately, some women suffering from pre-menstrual disturbances can 
be aided by simple and inexpensive medical methods. Appropriate psycho- 
therapy directed toward correction of the autonomic imbalance of the nery- 
ous system is helpful for those patients failing to respond to routine medical 
treatment. There are no reports in literature of this condition being treated 
by hypnotherapy. The author, however, has used hypnoanalysis on a small 
series of cases with excellent results. 


Menstrual Migraine Headache 


Of the various and numerous complaints which appear or are intensified 
at the menstrual flow, the most common is “tension headache” and this is 
commonly due to repressed rage. 

Eisenbud (14) contends that hypnoanalysis is of value in releasing the hos 
tile and aggressive impulses in these individuals whose social and psychologic 
environment renders them susceptible to these attacks. 


Psychogenic Pruritis Vulvae 


It is well established that genital tensions due to sexual frustration fre 
quently find their motor outlet via pruritus vulvae. Here too, one must com 
stantly speculate that suggestion, given intentionally or otherwise, plays a 
significant role in therapy, no matter what is done locally. If the psychogenic 
etiogenesis is neglected, as it so frequently is in refractory cases, few measures 
will produce a permanent cure. 

As a preliminary, appropriate medical measures may often temporarily in- 
terrupt the scratching that produces more pruritus. A further respite by sug 
gestion (8), hypnotic anesthesia (4,5) and narcosis (25) can precede deeper 
psychotherapy which must be used to break up the omnipresent sadomaso- 
chistic drives nearly always found in severely disturbed individuals. Here, - 
hypnoanalysis is often extremely helpful in eliciting responsible dynamics. 


Psychogenic Sterility 


Sterility of psychogenic origin has been described by numerous authors 
(26, 19, 43). Kroger and Freed (31) have discussed the role that tubal spasm, 
secondary to autonomic instability, may play in the production of functional 
sterility. Vollmer (45) found that when these women were relaxed during 
intercourse, pregnancy often resulted. I have occasionally used posthypnotic 
suggestion in nervous individuals to induce relaxation of the tubal spasm 
during intercourse. However, the results are difficult to interpret in the 
absence of adequate controls. 


Leukorrhea 


There is a paucity of reports in the recent gynecologic literature on leukor 
rhea. Grafenberg (2) noted that the psychogenic component of leukorrhea 
could not be disputed. Bunnemann (7) and Mayer (37) reported a number of 
cases treated by suggestive therapy (hypnosis). One patient’s leukorrhea had 
been relcalcitrant to all gynecological procedures for twelve years. It 
was “cured” by hypnosis. There was no recurrence until the next year 
it returned following sexual excitement. It again oie iy ao in response to 
one hypnotic suggestion and remained absent for half a year. From the his 
tory and the effect of suggestive therapy, Bunnemann concluded that the 
psychogenesis could not be doubted. In order to convince himself that the 
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cessation of the symptom could not have been accidental or coincidental, he 
brought it back by suggestion. The following evening a single hypnotic ses- 
sion was sufficient to eliminate the symptom completely. Erickson (15) has 
also cured several cases of refractory leukorrhea by hypnosis. 

Those cases of leukorrhea characterized by a persistent mucoid and even 
mucopurulent discharge may vary with mental conflicts. Ungratified instinc- 
tual urges, constant day-dreaming and turgescense, and masturbation con- 
flicts are commonly noted. Premature ejaculation on the part of the husband 
may also be responsible. Such conditions may easily lead to hyperemia and 
hypersecretion in the genital region; the physiological effects of such changes 
are well known and described in the congestion—fibrosis hyperemia syndrome. 

Rogers (41), utilizing superficial psychotherapy, cured two cases of leukor- 
rhea. In the first there was an aversion towards intercourse. The second 
patient manifested the symptoms when she was in the presence of a man 
whom she desired sexually. 

We believe, however, that more psychological studies as well as a statistical 
survey of such results will have to be made before such uncontrolled evidence 
can be accepted. In our present enthusiasm of pinning the psychosomatic 
label on many conditions, there is always the danger that the pendulum may 
swing too far from accurate scientific evaluation. Mention of this interesting 
work is made because it is a fruitful field for investigation by gynecologists 
and psychiatrists. 


Obesity 


Physicians are now aware that obesity is not due to glandular dysfunction, 
but to increased caloric intake. Psychiatrists have discussed the relationship 
between excessive eating and psychologic factors. 

Wolberg (48) urges treatment of the basic personality difficulty before ex- 
pecting permanent improvement in the craving for oral gratification. Such 
therapy is prolonged and must be combined with medical treatment. He 
states that hypnosis has a remarkable effect on appetite suppression, and 
oa the patient on her diet; thus facilitating closer rapport. This results 
in the satisfying of dependency drives and diminished oral cravings. Strong 
hypnotic suggestion of “fullness in the stomach,” suppresses the appetite 
and reduces hunger contractions. Wolberg also uses a remote approach 
and the deep trance to convert the urge to eat into work or social activities. 
He also stresses the health factor, beauty and better business opportunities. 
A hypnoanalytic approach corrects the obese condition and the personality 
difficulty, the latter being the more important. 


Menopause 


Of all traditional gynecological conditions, the menopausal syndrome is 
the most intimately involved with psychic factors. The use of hypnosis in 
mild cases of involutional melancholia is often helpful. Its beneficial effects 
in alleviating the psychological disturbances responsible for the vasomotor 
symptoms of the menopause have often been demonstrated by the author. 
Relief of menopausal symptoms will naturally depend upon the patient’s 
individual reaction to emotional problems. Estrogen therapy is unquestion- 
ably valuable. When it is combined with hypnotherapy, the severity of the 
symptoms is more readily reduced than when hormonal therapy alone is used. 


OBSTETRICAL CONDITIONS 


Hypnosis is being effectively used in obstetrics with ever increasing fre- 
quency. Its application as an analgesic and anesthetic agent has been dis- 
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cussed by Kroger and DeLee (28), Kroger (27), and Abramson (1). 

Recent publications indicate that suggestion and hypnosis have been 
widely and successfully employed in Germany and the Soviet Union. Judgi 
from latest reports, hypnosis is becoming a more popular method of delivery 
in Great Britain. Newbold (39) and others in England have succeeded in 
inducing analgesia and anesthesia by hypnosis in many parturients. 

I believe that hypnosis fulfills many of the qualifications for the ideal 
anesthetic in selected patients. Furthermore, hypnosis does not alter the 
normal mechanism of labor. Some psychiatrists believe that consciousness 
during labor is a beneficial emotional experience. I have noted that many of 
my patients are now expressing keen resentment over being “knocked out” 
because they feel they have missed a unique experience. Whether or not the 
absence of pain during labor is good for women, hypnosis has unrealized 
possibilities for making childbirth not simply the equivalent of a surgical 
operation, but rather a satisfying psychologic experience which may fulfill 
deeply felt and sometimes unrecognized and unformulated needs of the 
mother. 

Kroger and DeLee (28) reported a series of primiparas wherein they in- 
duced amnesia, analgesia and anesthesia by means of deep hypnosis early 
in labor. All pain and discomfort were eliminated until the completion of 
labor and postpartum repair. If they had to use even a whiff of gas or a 
“hypo,” the classified such cases as failures. They found that, in selected 
patients, about three out of five primiparas were amenable to this method. 
Prophylactic forceps, episiotomy and perineorrhapy were performed in all 
cases. No sedation or anesthesia of any type was used. 

I recently reported (27) on the use of “waking hypnosis” (no amnesia) 
and found that about 25 percent of the patients could be carried through 
the early stages without the use of sedation or anesthesia. In my experince, 
waking hypnosis, like the Read method can seldom be used to pertorm 
episiotomy and repair without some degree of medical analgesia or anes 


esia. In many of the remaining patients (about 40 percent) however, the © 


amount of sedation and anesthesia could be appreciably reduced. Here 
hypnosis is used only as an adjunct. Of course, one should bear in mind that 
if a strong bond of confidence exists between the physician and patient, 
then about 10 to 15 percent of all patients may be free of discomfort, even 
if no other psychologic preparation is used. It is interesting that the rela- 
tive success achieved through natural childbirth is statistically the same as 
the general hypnotizability of the public at large (36). I do not wish to 
imply that hypnosis will ever supplant anesthesia. However, when the use 
of hypnosis in childbirth becomes more “fashionable,” more patients will 
be receptive to its use, and physicians in turn will be less resistant to the 
concept and the technique. 

Because of the dental profession’s interest in hypnosis, I can parte, 
that in the future many pregnant women will be asking for pain relief by 
hypnosis. Should the obstetrician suggest the Read method, including the 
relaxing techniques, the patient may remark, “Doctor, I have no objection 
to learning all about childbirth, but why do I have to go through all the 
training exercises? My dentist says goat | eliminated pain when he drilled 
on my teeth under ntl tag Are the pains of childbirth worse? Why can't 
you use the same method?” 

Hypnosis is rapidly assuming the dignified position in obstetrical anes 
thesia that it deserves. We are indebted to Read’s epochal work for having 


made women cognizant of methods for pain relief other than noxious drugs 
and anestheic agents. 
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Personality Factors in Suggestive Anesthesia 


I have studied candidates for both hypnosis and the so-called natural child- 
birth method. They often have similar personality profiles as well as an 
identical need for these particular procedures. Personality profiles of these 
individuals indicate a high degree of compulsiveness and a desire to please 
the father-figure (the obstetrician). Generally, their choice of these methods 
are based on mutliple unconscious factors of which fear of childbirth is only 
a superficial aspect. Psychiatrists are aware that an emotionally mature 
attitude toward pregnancy is dependent on a healthy psychosexual develop- 
ment. If the pregnant woman approached menstruation, marriage, and 
motherhood with fear and trepidation it is only natural to expect anxiety 
and fear during pregnancy and labor. I have noted that women who have 
rejected the feminine role, either because of latent or overt homosexuality, 
or fixation at earlier levels of personality development (the infantile adult) 
are more likely to have inordinate needs for pain relief during childbirth. 
The common reasons for seeking suggestive methods of pain relief are: fear 
of pain; fear of losing control of oneself and injuring the baby; fear of what 
might be said when one loses consciousness; curiosity as to the birth process; 
and fear of pain as punishment where the pregnancy is unwanted. It is 
gratifying that more patients are seeking suggestive methods. Regardless 
of nomenclature, they are the methods of choice for safe — both physically 
and psychologically — healthy childbirth. 


Hyperemesis Gravidarum 


The cause and treatment of nausea and vomiting in early pregnancy is 
still a common problem in obstetrics. Most authorities consider this con- 
dition psychogenic in origin. Treatment should be directed primarily toward 
the patient as a whole and not the symptom. The value of superficial psycho- 
therapy has been demonstrated in milder cases. DeLee (10) believed that 
hyperemesis is amenable to suggestion; that most of the cures are a result 
of its use. Williams (46), Durand-Wever (13), and others laid great stress 
on the fact that simple suggestion alone cured over fifty percent of all cases. 
Cayer and Voyer (9) cured a very severe case with one session under narco- 
analysis. Paikin (40) reported eleven cases treated by hypnosis. Kroger and 
DeLee (29) used hypnotherapy on nineteen cases with nausea and vomiting, 
several of whom were extremely toxic and almost moribund. The judicious 
use of hypnotherapy, with or without giving insight, combined with ade- 
quate medical management, is indicated for severe cases of hyperemesis 
gravidarum because the time element for treatment is limited. I have demon- 
strated that in many instances the need for therapeutic abortion is obviated. 


Heartburn of Pregnancy 


In pregnancy, heartburn has been termed a “monosymptomatic neurosis.” 
The esophagus is selected as the organ of reference for reasons which are 
difficult to state without deeper psychiatric investigations. 

The therapy of functional heartburn of pregnancy should be directed 
toward the relief of the anxiety and tension, whatever its causes. This may 
be accomplished by a discussion and explanation of the harmlessness of the 
symptom. In refractory cases, hypnosis or hypnoanalysis are indicated. 
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Lactation 


Every obstetrician and pediatrician knows that the physiological process 
of lactation itself is influenced by conscious emotional upsets. Likewise, 
there is no doubt that unconscious conflicts can interfere with successfyl 
mammary function. Mohr (38) treated a patient who developed a sudden 
inability to nurse following psychic excitement. Under hypnosis she was 

iven a suggestion that on the way home she would feel the milk flowi 
me her breasts. Within an hour her breasts functioned normally an 
there was no recurrence of her trouble. The French school of hypnotists, 
Liebault, Bernheim, and others made innumerable observations that the 
flow of milk could be stopped or increased by hypnosis. Heyer (14) discussing 
the use of hypnosis during delivery states, “Later it is very often possible to 
stimulate vigorously a decreasing flow of milk.” More recently Goll (20) has 
discussed the role of suggestion in the treatment of deficient lactation. 


MISCELLANEOUS USES OF HYPNOSIS IN GYNECOLOGY 


Hypnoanalysis may be used in cases of pelvic pain and low backache due 
to pSychogenic factors. These are generally based on a hysterical conversion 
mechanism. a cer can differentiate organic visceral pain from that due 
to an emotional cisturbance (2). 

Hypnosis has also been advocated as an adjunct in preoperative surgical 
conditions. Here it may be employed to reduce the nervousness of the patient 
facilitating induction of anesthesia and decreasing the possibility of psychic 
shocks (42). Hypnosis has been used with moderate success in surgery, in 
susceptible individuals, as an anesthetic agent, and even if not entirely satis- 
factory, minimizes the amount of anesthesia. Vaginal hyserectomy, pelvic 
laparotomy, and other gynecologic operations have been performed under 
hypnosis. Esdaile (17), over a century ago, reported hundreds of surgical 
operations performed under hypnosis. The advent of chloroform and ether 
unfortunately relegated hypnosis to undeserved obscurity. It must be empha-. 
sized that hypnosis will never supplant anesthesia, but can be extremely 


valuable in minor gynecologic procedures such as biopsy examination and 
dilatation and currettage. 


Summary 

A high percentage of a complains are due to psychic factors. 
Therapeuuc efforts, therefore, must be directed primarily toward the psycho- 
logic component. Until recently, the principal weapon of the dynamically 
oriented physician was orthodox psychoanalysis. However, the increased in- 
terest for a relatively rapid approach has demonstrated the diagnostic and 
therapeutic value of hypnoanalysis. This development has been concomi- 
tant with the psychoanalysist’s interest in “brief psychotherapy” and narco 
synthesis. 

In many functional gynecologic disorders, hypnoanalysis has supplanted 
the parent pines I even though this form of treatment utilizes the concepts 
of dynamic psychiatry. 

The relevant literature on the use of hypnotherapy in functional obstet- 
rical and gynecological disorders has been reviewed. 

Significant areas for research have been pointed out. 

This review emphasizes that hypnosis per se is only of value in obtaiay 
symptomatic relief. On the other hand, hypnoanalysis elicits the responsib 
dynamics behind the symptom, and is effective in reaching all aspects of the 
personality. 


Hypnoanalysis will be more applicable in obstetrics and gynecology when 
there is a wider acceptance of its techniques. 
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Anesthesia and Instrumentation Trauma 
as Revealed in Hypnotherapy 


HENRY GUZE 
Department of Psychology, Long Island University, Brooklyn 1, New York 


Anesthesiology as such has just recently come of age. Time was when it 
was a routine procedure to be performed by any member of the surgical 
team. Both the physiological and psychological aspects of anesthesiology have 
been brought into focus in the current literature,—however, there is still 
little data available regarding the effects on emotions and expressive be- 
havior. Raginsky (7) in a paper on hypnosis and anesthesiology has called 
attention to the value of combination of chemo and psychoanesthesia. Such 
combination may well offset some of the severe anesthesia traumas which the 
present writer has encountered in many patients. The use of preanesthetic 
technics is already widely accepted, and Cullen (2) emphasizes the value of 
sparing the patient “the unpleasantness of raw exposure to anesthesia and 
surgery.” Many problems of the patient come to the fore under such experi- 
ences and careful handling is certainly indicated. It must be remembered, of 
course, that individual differences do operate, and while, for example, a 
majority of patients may do better if they cannot see the instrumentation, 
there are those who find that inability to see what is being done to them is 
an extremely anxiety-producing experience. What personality differences 
determine the attitude in this respect can only be surmised currently, but 
offer a provacative research area. Attitudes toward unconsciousness come into 
play in this respect as in regard to general anesthesia itself. Victor Rosen 
(9) emphasizes the fact that “the fear of death evoked by the idea of general 
anesthesia is the resurrection of an almost universal childhood anxiety which 
does not differentiate between death and the separation from or abandon- 
ment by parental figures. Where such fears are outstanding, they should be 
taken quite seriously. When they are accompanied by evidence of overt anxi- 
ety or panic they should be an important indication for the use of spinal or 
local anesthesia if this is surgically possible. The preservation of conscious- 
ness in such individuals allows for continuous contact with the anesthetist 
and the surgeon, thus reducing the element of fear that arises from separation 
anxiety.” 

Helene Deutsch (3) has suggested that female patients are more likely to 

onstrate anxiety about separation than are males. The latter are more 
likely to resist the loss of control. 

Probably of extreme importance also in general anesthesia is the problem 
of respiratory interference, the sudden closing of the normal airway, an ex- 
perience that must affect, by its very nature, the conceptual organization of 
the body image. This effect of anesthesia is, firstly, a response to the physio- 
logical embarrassment. It is important to remember that the age of the person 
is to be considered a significant factor in the response to anesthesia. In the 
young child, the severity of impact may be many times that of the adult. 


1, An examination of the stages of action of general anesthetics gives a picture of the 
modification of the body-image. In terms of the central nervous system, there is analgesia, 

um, then several planes of surgical anesthesia, including intercostal paralysis and 
finally respiratory paralysis to death. (1) What the anesthetic experience in itself does to 
self tion is at least partially clear, but what secondary psychological reactions occur 
is a matter of conjecture. Probably there are considerable individual differences. The prob- 
lem of response to vanishing self-sensation is an untrodden field of psychology. 
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It may be that this is so for several reasons, among which is the precarious — 


ness of breathing in the neonate pointed out by Ribble (6). This precarious 
ness, while presumably most significant only in the first half dozen months 
of life, may however, extend further in life in some children. Perhaps consti. 
tutional differences in respiratory stability may be involved in the signifi 
cance of trauma later in life; however, whatever factors operate, it is con 
tended that orthodox therapists pay only too little attention to problems of 
this nature. In similar vein, the problems of instrumentation trauma are 
usually neglected. The latter are of pertinance in understanding physician. 
ews relationships, patient attitudes toward disease, and patient fears of 

odily injury in a variety of contactual situations of every day life. The advent 
of parenteral therapy since the time of Jenner has been marked by improve 
ments in technic of administration and refinements in the materials used, but 
by little or no awareness of the emotional responses to the introduction of 
needles into the living flesh.? Indeed, the problem is wider than that of 
parenteral methods, it involves use of specula, percussion hammers, and the 
very laying on of hands. The medical situation is an interpersonal experi- 
ence during which the patient’s body is manipulated by another person, 
often an awesome stranger who must be obeyed. That poor handling of this 
relationship can be traumatic is hardly to be questioned. 

During the use of hypnotic therapy, the current writer has on numerous 
occasions observed the anesthesia and instrumental traumas. There follows 
a group of case reports: 

Case 1. W.K., a 26-year-old, woman showing marked emotional disturbance 
was treated by hypnotic therapy. There was resistence to the therapeutic 
situation and evidence of extreme fear. The patient, upon entering the office, 
would cry bitterly and bite her lips. 

During discussion in light hypnosis, it was revealed that the situation re 
minded her of the physician’s office she had visited in previous years. When 
ever she entered such office, she would burst into tears. This caused her to 


experience severe guilt. She was particularly afraid of being injected. During. 


a later session, the patient was gently touched by the needle from a reflex 
hammer. She was told what was about to happen beforehand, but burst into 
tears none the less. However a series of memories were set off which were 
helpful in discovering instrumentation trauma several times in her back 
ground. Discussion under hypnosis and an opportunity for the patient to 
handle the pin itself reduced her tension and made further therapy easier. 

After some time, the patient was in the process of undergoing hypnosis 
in the reclining position. A count was used to induce the hypnotic state, 
The patient was to follow the count by repeating it to herself. Suddenly she 
turned away shouting and crying: “Damn it, I remember —I can smell it 
Take it away —I can’t stand it. It’s choking me.” 


‘THERAPIST PATIENT 


“What’s choking you?” “They are going to take out my tonsils 
and I don’t want them to. I am afraid, 
and I am afraid of the ether.” 


She finally calmed down and was able to talk easily. She was no longer im 
the state of spontaneous revivification. Her tonsils were removed when she 
was eight. She was severely disturbed by the procedure, but had never thought 


2. Hebb (6) has demonstrated that response to body mutilation is a fundamental biological 
behavior pattern of + ame ee This regards ot.ervation of mutilation in other apes of 
human beings (Hebb worked with apes). It is likely that the —— of res to 
anticipated mutilation of the self follows the same biological empathy pattern. Su 

pation may be tantamount to continuous observation of mutilation. 
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of it until this spontaneous recall. She felt guilty because she was the oldest 
of a series of patients, and was told that the younger ones were less afraid. 
She was pressed into unconsciousness by the ether which she was fighting 
furiously. 

The above case demonstrates a situation met with again and again. In 
some cases, the situation is structured differently as for example, the 
following: 

T. J., 24 years old, starts rolling in the hypnotic situation. Her originally 
assumed position is similar to the lithotomy position. She closes and opens 
her thighs as if in sex response. 


THERAPIST PATIENT 

“What is the matter?” “I can’t stand the cold metal.” 

“What metal?” “That thing he has up my vagina.” 
“Yes?” “I am afraid—I can’t see what's hap- 


pening, but I can feel the cold.” 


Obviously, the patient recalled a gynecological examination and experi- 
enced the chill of the cold speculum. The doctor was gruff and unfriendly. 
The patient became increasingly disturbed. 

The full impact of experience of the above nature must be understood in 
terms of the subject’s background and developmental organization; however, 
each one of the experiences in itself becomes a focal point for further conflict 
and fear. The case of L. L. reveals severe surgical trauma at the age of six. 
Under hypnosis, this young man starts sobbing and then recounts his experi- 
ences with thoracoplasty. He sits pale and frightened. He is all alone, he says, 
very little and is afraid it’s going to hurt. 


THERAPIST PATIENT 


“What do you feel?” “The doctor is poking me in the back. 
I want to say something, but I cannot. 
He frightens me.” 


“Now lean back and take a “T can see him over me. I don’t want to 
deep breath.” sleep.” He stamps his foot. 


It is probable that resistance to hypnosis may often be etiologically related 
to fear of anesthesia ard instrumentation. What effects these may have on the 
integration of behavior is still not clear, however, as indicated previously, 
anesthesia of a general kind may act as a direct threat to the person’s life. 
Particularly is this true in childhood when the patient is very impressionable 
and interprets the situation, according to V. Rosen (7), as death because of the 
separation from the parents. The current writer has detected in some cases 
the suggestion that the surgical or anesthetic procedure represented punish- 
ment for some unacceptable behavior. In one young woman, who had in- 
dulged in sex behavior some time before the surgical situation, the entire 
event became a form of punishment. A similar situation was touched off 
by the injections given to another patient who had acquired syphillis. 

It is pertinent to emphasize the body-image problem, both in regard to 
the effects of anesthesia and to those of instrumentation. In the former the 
— of the ether, for example, (in general anesthesia) seems to cause 

lings of claustrophobia and helplessness. The response to oneself under 
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these circumstances, particularly in childhood, may be an over all subdui 
of action, a disappointment in the a of the self and perhaps an 
aggression to the y because of its inadequacy. Undue emphasis may also 
be placed on the power and cruelty of the adult. 

Injections, as an example of instrumentation, have a variety of effects. In 
one case, the subject a young male college senior, felt inadequate and dis. 
turbed. This was so, because, as he put it: ‘““The needles pierce my ego, even 
though I get them in the seat.” The introduction of a pointed instrument into 
the living flesh has psychophysiological significance. It is well known that 
many patients faint on the sight of blood or during minor surgical proced- 
ures which may involve no more than mere skin puncture. Engel (4) points 
out that vasodepressor syncope occurs among fairly healthy — in situa- 
tions where escape or activity in the face of overwhelming danger is impos. 
sible. It occurs also in situations where a person experiences fear that he must 
deny. As time goes on, a learning factor ordinarily appears which gradually 
brings about mastery of the fainting. Consistent recurrences, according to 
Engel (4), are clearly indicators of neuroticism when there is no organic 
factor to account for a vasodepressor syncope. 

The hypnotic situation often automatically elicits redintegration of anes 
thesia and instrumentation situations. Much can be learned about the patient 
and his behavior dynamics from following up this data. Handling of the 
experiences varies from person to person and is probably a function of the 
generalized impulse handling of the particular patient. (5). 


Summary 


The discovery of anesthesia and instrumentation trauma in hypnotic pa 
tients is discussed. Several cases are presented, and an attempt is made to 
show the importance of medical and surgical experience in_ personality 
organization. 
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Book Review 


Le Cron, Leslie M. (Ed.) Experimental Hypnosis. New York: Macmillan 
Company, 1952. Ppxiv & 483. $6.00. 


Experimental Hypnosis is not a book along the lines of Hull’s famous 
dassic in that area. It is a symposium of articles by many outstanding author- 
ities in the field. The articles are well chosen, most of them being especially 
written for the volume. Brief notes introduce each author. In these notes, 
the editor gives some data about the author and the subject at hand. The 
notes give the volume a consistency often lacking in symposia. 

Griffith Williams’ chapter is a scholarly examination of hypnosis in cul- 
ture and history. Particularly provocative is the reference to poetry as a trance 
product. The comparison with Yoga is very enlightening and the conclu- 
sion: “A realization of the extent and variety of trance practices in other 
cultures throughout the world should remove hypnosis from the realm of 
the abnormal,” is quite pertinent to the current trend. 

The chapters by Christenson, Whitlow and Erickson deal with the trance 
state. Christenson discusses dynamics and presents suggestive data. For ex- 
ample, his comments on subjects who refuse to awaken are timely and useful. 
Whitlow and Erickson, in separate articles, analyze methods for rapid and 
deep induction, respectively. Their articles are practical but not without 
theoretical implication. The physiological use of hyperventilation and vagal 
and carotid pressure described by Whitlow are serviceable techniques where 
a rapidity of induction is desired. 

Furneaux’s chapter on “Hypnotizability as a function of waking sugges- 
tion” is a carefully presented analysis of suggestibility and hypnosis, including 
an appendix of tests used in the studies discussed in the chapter. Furneaux’s 
conclusion that the special relationships of therapist (or hypnotist) and sub- 
ject is not so important as has been maintained traditionally throws new 
light on hypnotic susceptibility as a function of the behaving organism. 

J. Stephan Horsley presents a sound chapter on narcotic hypnosis and 
shows that narcosis can be used to pave the way for ordinary hypnosis in a 
large percentage of patients. Theoretically, the implications are that the 
narcosis in itself makes the subject more amenable to future handling. Ap- 
parently, suggestions in this state are longer maintained and more easily 
received than in waking. It show!d be interesting to run a waking control on 
suggestion effects. 

Le Cron himself presents a convincing analysis of age regression data on vis- 
ual change in regression of spectacle wearers. He follows this with data on the 
loss of conditioned reflexes in regression to ages before they were set up, 
and he presents two cases of spontaneous regression and one of asthmatic 
attack in regression. 

Norgarb suggests the uses of Rorschach at various regression levels as a 
valuable clinical procedure, and Cooper continues with his experimental 
studies on time which are commented upon by Erickson. This area has so 
Many implications that it would be desirable to see further research with 
special controls. The acceleration of mental activity has, as can be agreed 
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with Erickson, much to offer to psychopathology. Indeed there is much here 


for learning theory and perception in general. 

Somatic changes resulting from hypnosis are examined by Reiter and Van 
Pelt in two separate studies. The former analyzes the effects of hypnosis on 
an array of bodily changes. He concludes that hypnotic motor disturbances 
follow the body scheme arrangement suggested by Schilder. Numerous re. 
sults of various studies are presented by Reiter — really dealing with physio. 
logical components of the hypnotic state and the limitations of hypnosis 
in bodily change. As indicated by Le Cron, Reiter’s study is similar to the 
American review by Gorton, and leads to increased understanding of 
applications of hypnosis to medicine. Of extreme interest is the data 
from Reiter’s own study which demonstrates that suggestion duri 
hypnosis can provoke pronounced changes in a vegetatively controlled field 
of function. Reiter’s statement: “The changes will be more pronounced the 
more intimately the suggested emotional state is correlated to the relation. 
ship between the adrenals and the sympathetic nervous system,” is sug- 
gestive of the developing data regarding adrenal mechanisms in stress, cur- 
rently under much investigation by Selye. 


The study of Van Pelt is an examination of the statement of Jenness and 
Wible that direct verbal suggestion under hypnosis cannot increase the 
heart rate without the immediate action of emotion. Van Pelt, using a som- 
nambulistic subject, was able to increase heart rate from 78 to 135 and 
demonstrate it electrocardiographically. Van Pelt was able to conclude that 
direct suggestion as well as suggestion of emotional experience are capable of 
producing cardiovascular change. The implication for medicine is immedi- 
ately clear. One wonders whether Van Pelt might not have profited, however 
by the use of a control in the waking state. His conclusion that control of auto- 
matic functions is understandable in view of their control by cortical mech- 


anisms, is significant as a basis for further research in the psychophysiological ° 


organization of hypnotic behavior. 


Concomitant with the recent trend of treating obstetrical and dental 
patients as psychosomatic entities are the three chapters dealing with hyp- 
notic applications in obstetrics and dentistry. These chapters, Heron and 
Abramson on obstetrics, and Moss, and Burgess on dentistry, are practical 
presentations of the hypnotic technique. Moss discusses the advance of 
psychodental techniques and the development of psychosomatic dentistry. 
Burgess presents many clinical reports and also discusses the use of hypno- 
anesthesia in obstetrics. Both the sections on hypnosis in obstetrics and in 
hypnodontics have fine introductory note by Le Cron. They are well worth 
the reading for practitioners in obstetrics and in dentistry as well as for 
the general physician. 

J. B. Rhine presents a chapter on ESP and hypnosis. Following a dit 
cussion by Le Cron, which in itself presents considerable data, Rhine dis 
cusses some of his own findings as well as some of the historical forerunners 
in the field of ESP. Whether or not one can agree with his conclusions, the 
data is provocative. The reviewer, albeit not convinced that ESP findings 
offer more to understanding of hypnosis than brain physics, is nonetheless 
ready to accept any evidence deriving from the ESP research. 

Perhaps of more practical significance is the data on antisocial behavior 
discussed by Paul C. Young. Young’s analysis of the literature is keen and 
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thorough and his conclusions, that hypnosis must be thought of as a two 
tool to be wielded with caution, is not to be lightly regarded. Recent 
work in fact is bearing out this point of view. 

Odencrants presents a short chapter on the dissociative state with comments 
on “possession” as a phenomenon of this nature. This chapter harks back 
to the historic studies of Morton Prince and W. F. Prince earlier in the 
century. Odencrants describes treatment for cases like those of the cele- 
brated “Miss Beauchamp.” Perhaps the chapter of Muhl dealing with auto- 
matic writing is closest in implication to that of Odencrants. Dr. Muhl, in her 
presentation presents intriguing historical and case data. One learns with 
amazement that there is biblical reference to automatic writing. The un- 
earthing of early memories and the use of hypnosis with automatic writing 
in therapy are discussed and elucidated. Dr. Muhl says that automatic writ- 
ing in conjunction with hypnoanalysis is invaluable in getting at unconscious 
processes quickly. 

Therapeutic methods are presented in two articles at the end of the book, 
one by Watkins on projective hypnoanalysis, a brief method of psychother- 
apy, and one by Schneck on the hypnoanalysis of phobic reactions. Both of 
these articles are immediately practical in their description of efficient tech- 
niques for the treatment of various types of emotional disorder. It can be 
agreed with Le Cron that the departure from conservative therapies is a 
move in the right direction. 

A total evaluation of the book conceives of it as a refreshing and progres- 
sive anthology of research suitable for reading by the professional worker 
in psychology, psychiatry and general medicine. A well edited and attractive 
book, there are a number of printing errors which, however, do not in- 
trude on the text. Le Cron and his contributors are to be complimented on 
one of the finest books in this area. Albeit future reports may have more 
controlled data, the trend towards productive handling of a much abused 
technique is reflected in this series of papers. 

Good indices of author and subject, and up to date presentation of his- 
torical facts such as the data regarding the Society for Clinical and Experi- 
mental Hypnosis, add to the documentary correctness of the volume. With 
regard to the organization of the volume, this reviewer should have pre- 
ferred to see the bibliographical references arranged in the style proposed 
for references by the American Psychological Association. This does not, 
however, imply that the bibliographical data is inadequate. 

Le Cron’s informative introduction and well written comments set the 
pace for a possible classic in psychological literature of this kind. While 
Le Cron assumes that the lay reader can be reached by this volume, the re- 
viewer cannot agree. Perhaps very select lay readers may be reached, but a 
generalization most assuredly cannot be made. For the reviewer this is an asset 
tather than a liability, because it points to the thoroughness of the papers; 
which, despite their general clarity, cannot be accused of oversimplification. 


HENRY GuzE 
Long Island University 
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